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Significantly 
New Approach 
to the PLANNED 
AUTOPSY ROOM 




















































The increasingly important role of the 
pathologist in serving modern medical 
science demands adequate, planned 
facilities to perform autopsy and dissec- 
tion procedures. Accordingly, Amsco 
now makes available a fully professional 
service in planning and equipping the 
functional Autopsy-Mortuary Room. 

Backed by an understanding of every- 
day autopsy problems, unique research 
facilities and an unexcelled ‘‘pool’’ of 
technical equipment . . . Amsco is able 
to plan and equip the room to assure 
the busy pathologist better working con- 
ditions and time-saving, systematized 
work flow. 











Amsco Autopsy Room facilities in- 
clude total planning, an efficient autopsy 
table, mortuary refrigerators, room illu- 
mination, sterilizers, stainless steel case - 
work, body lift, screen, scales, adequate 
ventilation, and other related items. 

A letter or card of inquiry will bring 
a helpful Amsco Technical Projects 
man... and there's no obligation. 


In the meantime write for Bulletin, 
MC-587. 
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World's largest designer and manufacturer of Operating Tables, Surgical Lights, Sterilizers 
and related technical equipment for hospitals 
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-- - FOR UNLIMITED 
POSITIONING 

IN ALL SURGICAL 
PROCEDURES 

















Here’s the world’s first major 
; operating table with five articulating 
i sections . . . to provide contour- 

* . : ’ 

a in correspondence with the patient’s five 

iN anatomical regions: head, spinal, 
pelvic, femoral and lower-leg. 


Now telescoping spinal and femoral sections assure precise posi- 
tioning for patients, short or tall. Thus the Castle Table offers 
unlimited provision for the most favorable surgical exposure 
consistent with physiologic function. 


A movable control cluster lets the anesthesiologist control height, 
longitudinal and lateral tilt, and all the unlimited adjustments, 
with one hand, from a selection of convenient positions. Safety 
features throughout help to make this “‘the contribution of the 
century in operating table design.” 


write for information on this new concept in tables for major 
surgery. 


Castle 


WILMOT CASTLE CO., 1704-8 E. HENRIETTA RD., ROCHESTER 18, N. Y. 





¢ See us at the A.H.A. Meeting, Booth No. 221 
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Choose Crane... 
the economies come from 


the quality 


Save on operation, 
maintenance, replacement 


The low costs of owning Crane make it the best buy there is 
for hospitals. Whether you’re buying for a new hospital or for 
replacement, Crane plumbing is one item that can slow down 
rising operating costs. Yet Crane costs no more than com- 
parable plumbing. But with the basic engineering and manu- 
facturing features of Crane, your savings will accrue for 
years to come. 

Here’s how Crane—in the long run—costs you less: The 
vitreous china plumbing is resistant to abrasion and dulling; 
Crane Duraclay, especially developed for hospitals, resists 
thermal shock and the constant cleaning demanded by today’s 
standards of sanitation. Yet Duraclay has all the qualities of 
Crane Vitreous China—it’s smooth, hard and brilliant. 

Another way Crane benefits hospital economies is with 
Dial-ese faucets that reduce wear and dripping to a minimum. 
The valve closes with the water pressure, not against it. The 
water pressure itself helps cut off the flow. It lasts longer 
than ordinary faucets and needs little care. 

Your plumbing contractor will gladly show you the most 
complete line of hospital plumbing available. He'll show you, 
in fact, what Crane means by economy of quality. See him soon. 


Expedio (7H-104) Vitreous 
china blowout urinal with 
142” top spud. The design 
of this and other Crane 
plumbing fixtures will help 
your hospital stay up to 
date longer. 






® 





CRANE 








Norwich Vitreous China Lava- 
tory (1H-199) with back, rec- 
tangular basin, splash lip, 
front overflow, and two soap 
depressions. Features knee- 
action mixing valve with re- 
newable operating units and 
stirrup handle. 










Mt. Sinai (7H-532) Dura- 
clay service sink with 
vitreous glaze finish, flush- 
ing rim. Dial-ese 1/2” sup- 
ply fitting with wrist action 
blade handles, integral 
stops in shanks with ad- 
justable wall flanges, 10/2” 
rigid spout with forked 
brace to wall. 





for the economies of quality—at no extra cost 


PLUMBING-HEATING-AIR CONDITIONING GROUP « P.O. BOX 780, JOHNSTOWN, PA. 


VALVES - ELECTRONIC CONTROLS ~- PIPING - 
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PLUMBING + HEATING 


AIR CONDITIONING 
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Time-Tried Diack Controls 


Since 1909 





Night 
from day 


describes the change in 
the standards of sterility 


in the past 50 years. 


“Night and day” for 50 
years, Diack Controls 
have maintained these 


high standards. 


Go back to the first prin- 
ciples of cleanliness and 
sterility and you will con- 


trol the staph problem. 


SMITH & UNDERWOOD, Royal 
Oak, Michigan . . 
facturers of Diack Controls and 


- « Sole manu- 


Inform Controls 
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. «© «© « « « + SEPTEMBER 

National Association of Hospital Purchasing Agents, Jack Tar 
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Siena; CS ng oe ke 29.30 
St. Michael, the Archangel, Patron of Radiology Services ... . 29 
. © © «© « « « »« OCTOBER 
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I one in GLKA Rew hee ak RES 4 
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American College of Surgeons Clinical Congress, San Francisco, 
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| EPPS 50 eee ea as aS le i a A a : 19-20 


Nebraska Hospital Association, Sheraton-Fontenelle, Omaha, Neb. 20-21 


California Hospital Association, Miramar and Biltmore Hotels, 
i 8 ec) os), Mens cate ake oe te ee 24-28 


Ontario Conference of the Catholic Hospital Association, St. 
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The routine task of bedpan cleaning and rinsing is made 
easier ... and done in less time with the improved American- 
Gray Diverter Valve. A welcome convenience by nursing personnel, 
the valve is operated by a mere trip of the regular flushing handle 
... diverting a perfect spray of fresh water through the nozzle 
and into the utensil... no leaky hoses, hot and cold valves or 
awkward piping and pedals. 

Cost-conscious administrators like its simple, low-cost installa- 
tion, minimum maintenance and time-saving features. 

The polished chrome finish is as handsome as the fixture is 
efficient. The Diverter Valve becomes an attractive integral part 
of the toilet assembly, eliminating bothersome fixtures. 


* Easy —Economical to Install 


World's largest Designer and Manufacturer of 


Surgical Sterilizers, Tables, Lights and related equipment 
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ELIMINATES... 
V High installation costs 
V 2 or 4 adjustment valves 
V Extra vacuum breaker 
/ Rubber hose and nozzle 
Vv Extra piping 

V Resting lugs in bowl 





Modern in every way, the improved 
American-Gray Diverter Valve eliminates awk- 
ward hoses where leaks are both dangerous 
and annoying ... and the operator always has 
perfect balance with no “teetering” on one foot. 
Acceptable under the most rigid plumbing 
codes, thousands of these American-Gray 
Diverter Valves are saving hours and dollars in 
hospitals and nursing homes throughout the 
world. Installation is simple with the Valve being 
placed between the existing flush valve and the 
toilet .. . permanently. 
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LEVEN CATHOLIC SCHOOLS of 
E nursing were approved for full 
accreditation by the Board of Review 
for Diploma Programs at its June, 
1960 meeting: 

Mercy School of Nursing, Council 

Bluffs, Ia. 

Sisters of Mercy, Omaha Province. 
Mount Carmel School of Nursing, 

Pittsburg, Kan. 

Sisters of St. Joseph, Wichita, Kan. 
SS. Mary and Elizabeth School of 

Nursing, Louisville, Ky. 

Sisters of Charity of Nazareth. 
Mercy School of Nursing, New Or- 

leans, La. 

Sisters of Mercy, St. Louis Province. 
St. Mary’s School of Nursing, Lewis- 

ton, Me. 

Grey Nuns of St. Hyacinthe. 

A. Barton Hepburn School of 

Nursing, Ogdensburg, N.Y. 

Grey Nuns of the Sacred Heart. 

St. Elizabeth’s School of Nursing, 

Utica, N.Y. 

Third Franciscan Order Minor Con- 

ventuals, Syracuse, N.Y. 
Fitzgerald Mercy School of Nurs- 

ing, Darby, Pa. 

Sisters of Mercy, Merion, Pa. 

St. Joseph’s School of Nursing, Lan- 
caster, Pa. 

Sisters Third Order St. Francis, Glen 

Riddle, Pa. 

St. Joseph’s School of Nursing, 

Philadelphia, Pa. 

Felician Sisters, Lodi, N.J. Province. 
St. Mary’s School of Nursing, Hunt- 

ington, W.Va. 

Pallottine Sisters. 

No Catholic college received initial 
accreditation at the Spring meeting of 
the Board of Review for Baccalaureate 
and Higher Degree Programs. The 
basic degree program of the College 
of St. Scholastica, Duluth, Minn., re- 
ceived additional approval as prepar- 
ing for beginning positions in public 
health nursing. 


N.C.C.N. Biennial 


Mrs. Marie Costello, assistant pro- 
fessor of nursing, De Paul University, 
Chicago, Ill, was elected president of 
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by MARGARET FOLEY 





17 schools ‘‘deferred” 


76 schools with no 
N.L.N. accreditation 





ACCREDITATION INFORMATION 


As of August, 1960, Catholic schools of nursing include: 

230 fully accredited schools (71.2 per cent) with 80.9 per cent of 
total enrollment 

( 5.2 per cent) with 3.5 per cent of 
total enrollment 

(23.6 per cent) with 15.6 per cent of 
total enrollment 








the National Council of Catholic 
Nurses at the 10th Biennial Conven- 
tion in Louisville, Ky., recently. Other 
officers elected were: Mrs. Mary Dele- 
hanty, Brooklyn, N.Y., first vice-presi- 
dent; Mrs. Helen Reetz, Dubuque, Ia., 
second vice-president; and Board 
members Sister Madeleine Clemence, 
O.P., director, St. Anne’s School of 
Nursing, Fall River, Mass.; Irene 
Duffy, Baltimore, Md.; and Angela 
Hackett, Lafayette, Ind. Mrs. Kath- 
erine Fitzgerald, Milwaukee, Wis., is 
secretary to the Board for the bien- 
nium and Irene Duffy is treasurer. 

Rt. Rev. A. C. Dalton has been re- 
appointed spiritual director for a two- 
year term by the episcopal director, 
The Most Rev. Allen J. Babcock. The 
11th biennial will be held in Boston, 
June 7-10, 1962. 

A proposed revision of N.C.C.N. 
by-laws, tabled since the Milwaukee 
biennial in 1956 pending completion 
of a study requested by the delegates 
at that time, would have provided for 
membership licensed practical nurses 
on the national level. Miss Cecelia 
Knox, chairman of the Committee to 
Study L.P.N. Membership, reported the 
results of the committee’s work. The 
delegates approved the original revi- 
sion proposal: “Membership in the 
National Council of Catholic Nurses 
shall consist of diocesan Councils of 
registered professional nurses and 
Catholic licensed practical nurses.” In 
a related action, the revisions commit- 
tee was requested to consider the “Dal- 
ton Plan” for L.P.N. membership 
when reveiwing the by-laws. A pro- 
posal to reduce the number of religi- 
ous on the Board from three to two, 


in keeping with the ratio of religious 

to lay members of N.C.C.N. was not 

approved. A proposed change in the 
delegate representation from one for 
each twenty-five members to one for 
each fifty members of a diocesan coun- 
cil also failed to pass. 

* * = 

The National League for Nursing’s 
Department of Diploma and Associate 
Degree Programs has scheduled a se- 
ries of regional meetings of its Coun- 
cil of Members Agencies this fall. The 
program of the meetings will focus on 
the preparation of teachers and ad- 
ministrators for diploma and associate 
degree programs, through both inserv- 
ice and formal education. Representa- 
tives of collegiate nursing education 
will participate in each of the regional 
meetings to discuss with the groups 
the patterns of college programs pre- 
paring nursing teachers and admin- 
istrators. 

Conference attendance is limited to 
council membership and state boards 
of nursing. Nursing schools holding 
membership in the council may send 
two representatives to the meeting in 
the region in which the school is lo- 
cated. 

The schedule is as follows: 
sOUTH—October 5-6, Sheraton Seel- 

bach Hotel, Louisville, Ky. 

NORTH ATLANTIC — October 10-11, 
DeWitt Clinton Hotel, Albany, 
N.Y., and October 13-14, Ritz Carl- 
ton Hotel, Atlantic City, N.J. 

MIDWEST—November 14-15, Shera- 
ton-Fontenelle Hotel, Omaha, Neb., 
and November 17-18, Schroeder 
Hotel, Milwaukee, Wis. 


(Continued on page 16) 
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his own 3-number code into the nearest 
register and indicate whether he is en- 
tering or leaving. This information is 
stored in the “memory” unit and is in- 
stantly available at any register. If there 
are messages for a doctor when he uses 
aregister, a blinking light alerts him, and 
he may speak to the message center by 
9.way intercom. The use of a central 
“memory” unit makes possible significant 
economies in wiring. 


_4, Increase the versatility of 





The paging facilities in today's hospi- 
tal can offer a far greater range of serv- 
ice—thanks to Executone’s multi-purpose 
systems. Not only does this equipment 
make possible a variety of interchange- 
able paging methods, but it will accom- 
modate background music and alarm 
functions as well. 

In addition to the conventional all- 
hospital page, the Executone-equipped 
paging center may use: 


zoned paging. A sequence of zoned 
pages will usually locate a doctor with- 
out disturbing the entire hospital. A typi- 
cal sequence might be: obstetrical suite 
... maternity ward ... doctors’ lounges 
and dining rooms. 


localized paging. This system operates 
as above—with this exception: On floors 
or wards served by nurses’ stations, pag- 
ing is restricted to the duty area. The 
nurse completes the page by selective 
use of the nurse call system. This method 
gives maximum quiet in patient areas. 


5. Make the hospital environment more congenial 


Sound can be genuinely therapeutic. 
Leading administrators attach great im- 
portance to its use for diversion and en- 
tertainment. They favor the availability 
of music—in wards and labor rooms, for 
example, as well as waiting rooms and 
visitors’ facilities. Chapel services can 
be transmitted to the rooms of patients 
who so desire. 

Executone’s versatile paging and 
nurse call systems readily handle these 
additional functions. For example, each 
patient can be supplied with an Execu- 
tone Pillow Speaker and controls. This 





remarkably compact instrument is a high 
quality sound reproducer . . . radio sta- 
tion and TV channel selector... volume 
control . . . and nurse call.cord set—all 
in one. No radios are needed in the 
rooms. Programs—and records or tapes 
—originate at a central control rack. 





6. Speed internal action; 
keep telephone lines free 








Reliance on the telephone for internal 
communication in the hospital often re- 
sults in delay and switchboard conges- 
tion. Efficiency requires a channel of 
communication independent of the tele- 


7. Expedite out-patient, 
clinic and 
emergency service 


Traffic can be made to flow smoothly, 
and doctors’ time conserved, by effec- 
tive communications in departments serv- 
ing ambulatory patients. Emergency 
admissions, too, can be handled with 
efficiency . . . day and night. 

Executone intercommunication — be- 
tween nurses’ stations and the medical 


‘facilities they serve —is the key to im- 


phone . . . in order that administrators 
may have direct contact with heads of 
departments . . . that related depart- 
ments be in instant touch with one an- 
other... that there be adequate inter- 
com facilities within departments. 

Executone’s intercom systems have 
proved their worth in hundreds of hospi- 
tals —in terms of increased staff pro- 
ductivity, time savings, and freeing 
switchboards for rapid response to 
emergency calls. 





proved operation in these areas. An 
ambulance entrance which is not regu- 
larly staffed at night can be made func- 
tional around the clock—by the use of an:- 
outdoor Executone ambulance intercom 
station to summon proper personnel upon 
arrival of an emergency case. 


O00 en ee om ce am oe eae oe ee ome THIS COUPON WILL BRING YOU IDEAS... INFORMATION... ASSISTANCE —WITHOUT OBLIGATION -~~~-~-~~-~-~~— - 


EXECUTONE EXTRAS 
Your local Executone distributor offers: 


* Expert planning service ¢ Free instruction of your people 
* Factory-trained crews to supervise installation; provide 
On-premises maintenance ¢ Proved design standards 
* Full-year guarantee ¢ A single responsible source for all 
hospital communication and sound systems 


Lecilome 


COMMUNICATION and SOUND SYSTEMS 


AUGUST, 1960 


[-] nurse call systems 


Executone, Inc., Dept. R-8, 
At no obligation, please send me information on: 


[_] doctor paging systems 


415 Lexington Avenue, New York 17, N. Y. 


[-] departmental intercom systems 
[_] entertainment programming 














[[] in-out register systems systems 

[] (other) 
This is for [] new construction [] existing hospital 
Name Title. 
Hospital 
Address. 
City. Zone State. 





In Canada: 331 Bartlett Avenue, Toronto 
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Let ““Muscle Man” 


-HAEMO-SOL 


lift your cleaning burden 


Because HAEMO-SOL completely 
removes soil of all types from 
glassware, rubber 
y and plastic . . . gets into those 
{ hard-to-reach places. 


Becuuse HAEMO-SOL rinses 
completely . . . leaves nothing 
behind but a sparkling, chemi- 
cally clean, surface. 


Because HAEMO-SOL’s thorough 
action is powerful but gentle... 
does the job right, but is so kind 
to your hands! 


Because HAEMO-SOL is_ eco- 
nomical . . . the 1 oz. per gal. 
solution recommended for heavy 
soil can be diluted to one half 
or one third that strengh ... 
reusable seven days or more! 


Put the weight of your cleaning 


problems on HAEMO-SOL. 
Write today for samples and literature. 


Be sure to specify regular 
HAEMO-SOL OR HAEMO-SOL 
“N.S.” for use in pressure wash- 
ers. Haemo-Sol is packed in hos- 
pital blue and white, all-metal 
5-Ib. containers. Cost? 12 cans 
only $5.40 each, 6 cans—$6.08 
each, 1-5 cans—$6.75 each. 


‘Neg e* 


Over 65 years of continuous service 
to the hospitals of America 


215 Varick St. e New York 14 


Branches in Los Angeles & Sunnyvale, Cal., 
Dallas, Chicago and Columbia, S.C. 





_ ducted by the 





NURSING NEWS 
(Begins on page 12) 


weEst—November 14-15, Doric Leam- 
ington Hotel, Oakland, Calif. 
* * * 

Mr. Lee H. Bristol, Jr., has been ap- 
pointed national co-chairman for a 
nationwide fund campaign being con- 
American Nurses’ 
Foundation, Inc. Mr. Bristol, who is 


| director of public relations for the 


Products Division of the Bristol- 
Myers Company, will represent the in- 
terests of business, industry and the 
general public. Co-chairman, repre- 
senting the nursing profession, is 
Mrs. Katherine Densford Dreves, 
R.N., of St. Paul, Minn. 

A minimum of $1,000,000 will be 
sought both from nurses throughout 
the United States and its territories 
and from business and industry con- 
cerned with problems of nursing care, 
as well as from foundations, organiza- 
tions and friends of nursing. The 
funds to be derived from the cam- 
paign will be used to meet present 
nursing research needs. 

As a long range objective, the Foun- 
dation will also seek to raise an addi- 
tional $1,000,000 to establish an en- 
dowment fund which will assure the 
continuing security of the Foundation 
and its programs. 

* * * 

Lorena Jane Murray, R.N., MS., has 
joined the staff of the Division of 
Nursing Resources as a Nurse Con- 
sultant with the Professional Nurse 
Traineeship Program, Apollonia O. 
Adams, chief of the Division, has an- 
nounced. Miss Murray assumes the re- 
sponsibility formerly carried by Miss 
Mary Jenney, who has accepted a po- 
sition at the Clinical Center, National 
Institutes of Health, Bethesda, Md. 

* * * 

Three new nursing research grants, 
totaling $63,493, have been awarded 
under the U.S. Public Health Service 
Research Grants and Fellowships Pro- 
gram, bringing to 80 the number of 
awards since the program was estab- 
lished in 1955, representing a research 
investment of approximately three and 
one quarter million dollars. 

The newly approved projects in- 
clude one dealing with nurse ‘educa- 
tion and development; one with pe- 
diatric nursing and one with the im- 
provement of competence to carry out 
original investigation in nursing. 
Awards were made to John V. McKin- 
ney, Department of Sociology and An- 





thropology, Duke University; Ruth F, 
Clark, Pediatrics instructor, Univer- 
sity of California School of Nursing, 
and Lucille Sommermeyer, assistant 
dean, Boston University School of 
Nursing. 
* * * 

Mary Redmond, associate professor 

psychiatric nursing, Catholic Univer- 


sity of America School of Nursing, 


has been named chairman of the Pro- 
gram Committee for N.L.N.’s 1961 
Biennial to be held in Cleveland, Ohio, 


* * * 

Dr. Margaret Bridgman, consultant 
in general education of the Depart- 
ment of Baccalaureate and Higher De- 
gtee Programs, retired last month 
after eight years with N.L.N. 

* * * 

Governor Gannin of Arizona pro- 
claimed “St. Joseph’s Hospital School 
of Nursing Golden Jubilee Day” to 
mark the 50th Anniversary of the 
founding of the school. Over 823 
nurses have been graduated by the 
school, the first in Arizona. Sister M. 
Agnes, S.M., a member of the first 
graduating class, is currently stationed 
at St. Joseph’s, Phoenix. The school is 
operated by the Sisters of Mercy of 
Burlingame, Calif. 

* * * 

A graduate of St. Joseph’s Infirmary, 
Atlanta, Ga., Colonel Edythe Turner, 
ANC., is the first Army Nurse Corps 
Reserve Officer to be promoted to full 
Colonel’s rank. An Army Nurse Corps 
Reserve officer on active duty since 
1942, Colonel Turner is currently sta- 
tioned at Brooke General Hospital, 
Fort Sam Houston, Tex. 

, * * * 

St. Joseph’s School of Nursing, Fort 
Worth, Tex. has announced plans for 
a 22-month course requiring one aca- 
demic year of college for entrance. 
The change is effective beginning Sep- 
tember, 1960. Students will be per- 
mitted to live at home. 

* * * 

A new educational plant and resi- 
dence at St. Joseph School of Nursing, 
Syracuse, N.Y. will accommodate 185 
students. Completion of the million 
dollar facility is expected in November. 

* * * 

St. Paul School of Nursing, Dallas, 
Tex., celebrated its 60th anniversary 
on May 22. The school has graduated 
over 1,330 nurses since its founding. 

* * * 

St. Elizabeth Hospital School of 
Nursing, Lincoln, Neb. is building a 
$372,000 addition. * 


HOSPITAL PROGRESS 

































a, 


YE 

















STRONG 


LIGHT —j \‘ \), 


l ns SlaniL nite 


S 





“WN 





Steril-brite utilizes the best features of aluminum and 
stainless steel and combines them into fine surgical 
furniture. Aluminum is used for the framework be- 
cause ... it is light in weight; it is more conductive 
and non-sparking; and it maintains a permanent luster 
with minimum cleaning. Stainless steel is used on all 
working surfaces because of its resistance to abrasion 
and to solutions used in the operating room. 





Before you buy surgical furniture, please check for 
these other Steril-brite features: 


@ Light weight plus great strength — for easier handling, 
maximum durability 


! 


ift¥a.. 


@ Fully conductive rubber casters and wheels — smooth, 
silent and safe 


@ Tubular aluminum alloy frames with smooth welded 
joints — no rough spots to rip fabrics or crevices to 
collect dirt and bacteria 


@ Modern design for beauty, balance and utility 















Ask your local Ohio Chemical dealer to quote, or write directly 
to us. Informative catalog also available upon request, 


UV Promisal 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO., Madison 10, Wisconsin 
Ohio Chemical Pacific Company, Berkeley 10, Calif. * Ohio Chemical 
Canada Limited, Toronto 2 * Airco Company International, New York 17 
Cia. Cubafia de Oxigeno, Havana 
(All subsidiaries or divisions of Air Reduction Company, Incorporated) 


Serving the Medical Profession for Fifty Years — 1910-1960 
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by GEORGE REED, LL.M., Associate Director e 


ONGRESS, after its recess, will con- 
C sider several important pieces of 
legislation affecting health and hospi- 
tals. The conferees on the H.E.W. ap- 
propriation bill have not yet come to 
an agreement. This bill relates to all 
appropriations for the Department of 
Health, Education and Welfare. It 
was earlier reported that the House 
had passed a bill appropriating the 
total of $150 million for grants for 
hospital construction. Of this sum, 
$118,800,000 would be used for hos- 
pitals and related facilities pursuant to 
Part C, and $30 million for facilities 
pursuant to Part G. 

The Senate has approved a bill sub- 
stantially in excess of that passed by 
the House. The Senate bill appropri- 
ates $211,200,000 for hospital con- 
struction. Of this sum, the maximum 
authorization of $150 million would 
be used for hospital construction under 
Part C; $60 million would be used 
for the construction of Part G facili- 
ties, namely diagnostic or treatment 
centers, hospitals for the chronically 
ill, nursing homes and rehabilitation 
facilities. In all probability the con- 
ferees will agree upon a figure closer 
to the Senate recommendation despite 
the fact that the Administration rec- 
ommended an appropriation of only 
$126,200,000. 

The omnibus Social Security bill, 
known as the Social Security Amend- 
ments of 1960, to which reference was 
made in the last issue, has now passed 
the House and is currently under con- 
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Pending Legislation 


sideration by the Senate. It will be 
recalled that one of the amendments 
provides for a program of medical 
care for the aged. A new title of the 
Social Security Act would be estab- 
lished which would initiate a new 
federal-state, grants-in-aid program 
that would assist states in the conduct 
of their program of extending medical 
assistance to low income elderly indi- 
viduals. Participation in the federal- 
state program will be completely op- 
tional with the states, with each de- 
termining the extent and character of 
its program including the standards 
of eligibility and the scope of benefits. 

The Senate. is now considering this 
program. A strong drive will un- 
doubtedly be made in the Senate to 
eliminate a program involving federal- 
state matching. Key Senators prefer a 
program which is oriented around the 
Social Security program as such, This 
would involve an increase in Social Se- 
curity taxes for the purpose of financ- 
ing a medical care plan for the aged. 
The bill, as it passed the House, retains 
the provision extending Social Security 
coverage to services performed by 
medical and dental interns, but con- 
tinues the exemption of student nurses. 

Another provision of the bill as it 
passed the House facilitates coverage 
of additional employes of nonprofit or- 
ganizations and validates erroneous 
returns already filed. The present law 
requires that two-thirds of the em- 
ployes of a nonprofit organization must 
consent to coverage before the organ- 


Legal Department, N.C.W.C. 


Washington, D.C. 


ization can cover the employes who 
desire coverage. The bill modifies this 
requirement so that an organization 
may file a certificate electing to extend 
coverage for all employes hired in the 
future and such current employes who 
indicate a desire to be covered. This 
would give a hospital an opportunity 
to provide Social Security coverage for 
new employes even though none of its 
current employes wish to have Social 
Security insurance. Many oragnizations 
have been erroneously reporting and 
paying taxes on remuneration paid to 
their employes without first complying 
with the specific requirements of the 
law, such as an election by the em- 
ployes. The proposed changes to the 
law will result in a rectification of 
these errors and provide appropriate 
Social Security credit for employes. 

The Fair Labor Standards Amend- 
ments of 1960 (Wages and Hours 
bill) has passed the House and is now 
pending in the Senate Labor Commit- 
tee. This legislation will raise the 
minimum wage. The exact amount 
cannot be stated since there is a dif- 
ference betwen the House and Senate 
bills. The House report contains a 
letter from the Secretary of Labor 
which reads as follows: 

In our opinion the definition (of 
the term enterprise) would not include 
eleemosynary, religious or educational 
organizations not operated for profit. 
The key word in the definition which 
supports this conclusion is the word 
‘business’. Activities of organizations of 
the type referred to if they are not op- 
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uEW PRODUCT ANNOUN CEMENT 


The wm. S. Merrell ‘Company 
announces the availability of 


(brand of ER /29 ae 


--ethe first cholesterol-lowering 
agent to inhibit the formation of excess 
cholesterol within the body. 


»-ereduces both serum and tissue 
cholesterol levels, irrespective of diet. 


eeeno demonstrable interference with other 
vital biochemical processes reported to date. 


eee toleration and absence of toxicity established 
_by 2 years. of clinical investigation. 


-e-convenient dosage: One 250 mg. capsule daily, - 
before breakfast. 


Clinical findings of therapy with MER/29 establish 


it as an aid to patients with hypercholesteroleéemia and 
conditions thought to be associated with it, such as 


: coronary artery disease (angina pectoris, 
postmyocardial infarction) 


*generalized atherosclerosis . 


supplied in bottles of 30 pearl gray capsules 


for professional literature write to Hospital Department 


(steer THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 


§t. Thomas, Ontario 


Trademark: 'MER/29' 
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NEW...HILOW 
RECOVERY BED 


by Hill-Rom 








for special needs in recovery rooms 
labor rooms and treatment rooms 


In addition to its basic uses in the post-operative recovery 
room and labor room, this new Hill-Rom Recovery Bed is 
also proving highly valuable as an emergency delivery bed, 
for the treatment of eye cases, head and face injuries, and 
other cases requiring special therapy. 

A manual hilow bed, it may easily be raised to treatment 
table height, and lowered when indicated to promote patient 
safety. The head end may be removed to facilitate care of 
eye cases or head injuries. The foot end is removable so that 
knee crutches or leg holders may be used on the labor bed. 

Full length aluminum side guards are permanently attached 
to the bed, so that they will be immediately available when 
needed. Wrap-around bumpers protect walls and door jams. 
The IV Rod is stored on the bed. Swivel locks and brakes are 
on opposing 6 inch conductive rubber casters. The Trendelen- 
burg Spring permits easy adjustment to any normally desired 
position. There are six locations where 
the IV Rod can be used. The foam mat- 
tress is covered with a conductive rubber 
sheeting. : 


For complete information on the Hill-Rom Hilow 


HiLOw 


attdveny wee Recovery Bed, write for this booklet. 





HILL-ROM COMPANY INC. - BATESVILLE, INDIANA 
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erated for profit are not activities per- 
formed for a common business purpose. 


Since this letter has been incorpor- 
ated in the report, it naturally will be- 


| come part of the legislative history of 


the legislation and will be an influen- 
tial factor in determining any ultimate 
question as to whether the Congress 
intended to extend coverage to hos- 
pitals. 

The President has signed the legis- 
lation creating a National Institute for 
International Health and Medical Re- 
search. The purpose of this Joint Res- 
olution is to provide a basis for closer 
coéperation between scientists abroad 
and in the United States. It permits 
the Surgeon General to establish fel- 
lowships, make grants to public and 
nonprofit private institutions in the 
United States and abroad for the pur- 
pose of establishing and maintaining 
fellowships, to make grants or loans 
of equipment and medical materials 
for use by public and nonprofit private 
institutions. Finally, provision is made 
for facilitating the interchange be- 
tween the United States and foreign 
countries of research scientists and ex- 
perts who are engaged in experiments 
relating to the health field. Originally 
it was contemplated that this measure 
would have an authorization for an 
appropriation of $50 million, This was 
eliminated, and as it was finally passed, 
the only money available to implement 
this program is counterpart funds, that 
is, foreign currencies which have been 
accumulating as a result of such legis- 
lation as the Agricultural Trade De- 
velopment Act and the Mutual Secur- 
ity Act. Specific authority is given to 
utilize special counterpart funds for 
the purpose of administering the act. 

As usual, the Housing legislation 
has run into trouble, and it is very 
possible that the omnibus housing bill 
will not be enacted into law. How- 
ever, there is a likelihood that a spe- 
cial bill appropriating money for the 
purpose of continuing the College 
Housing program will be passed. This 
includes dormitory facilities for nurses 
and medical interns. 

The legislation amending the Public 
Health Service Act to authorize grants- 
in-aid to universities, hospitals, labora- 
tories and other nonprofit institutions 
to strengthen their research and re- 
search training programs has not been 
favorably reported as yet. However, 
this legislation has strong sponsorship 
both on the House and Senate sides 
and it is probable Congress might 
enact this legislation into law. * 
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when Heating-Cooling’s by DUNHAM-BUSH 


A new wing at Doctors Hospital, Michigan City, 
Indiana, promises to serve as a heating-cooling 
guide for hospitals when versatility is a must. 

One part of a two-type conditioning system uses 
Dunham-Bush remote heating-cooling units with 
individual room control. This affords threefold 
benefits ... patient’s personal room temperature 
preference ...separate conditioning for nursery 
area...an aid for control of contamination. 

A second type system at Doctors Hospital 
provides 4-zone conditioning for (1) basement 
and cafeteria; (2) West first floor offices; (3) 
East first floor offices; (4) interior examination 


rooms and laboratory. Used in this system are 
Dunham-Bush Multi-Zone air conditioning unit; 
packaged water chiller; circulating pumps. Addi- 
tionally Dunham-Bush convectors are used for 
waiting room heating. 

Heating-cooling product specifiers find in 
Dunham-Bush a “‘one source—one responsibility”. 
No need to deal with dozens of suppliers. 

Write for details of dependable Dunham-Bush 
products designed for hospitals. There’s a nearby 
Dunham-Bush representative to assist in your 
building plans. 











Dunkam-BuSH 


AIR CONDITIONING + REFRIGERATION + HEATING + HEAT TRANSFER 
WEST HARTFORD, CONNECTICUT * MICHIGAN CITY, INDIANA 
MARSHALLTOWN, IOWA © RIVERSIDE. CALIFORNIA 
SussiolAnies 


Dunham -Bush,Inc. 


CONNECTICUT e 







WEST HARTFORD 10 e U. S. A. 
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NEWLY-ELECTED officers of the Alumni Association of the St. Louis University Department of 
Hospital Administration include (I. to r.) John L. Ryan, president-elect; Sister Mary Maurita, 
R.S.M., treasurer; Rev. John Weishar, president, and John B. Warner, Jr., past-president. 


S.L.U. ALUMNI 


ASSOCIATION REPORT 


@ THE ALUMNI ASSOCIATION of the 
St. Louis University Department of 
Hospital Administration announced 
the results of balloting for its new of- 
ficers at a luncheon meeting held in 
conjunction with the annual conven- 
tion. Rev. John Weishar (48-49), di- 
rector of the Catholic Hospital Office, 
Peoria, Ill., is the new president of the 
group. The new President-elect is John 
L. Ryan (53-54), hospital consultant, 
Gordon A. Friesen Associates, Inc., 
Washington, D.C. Sister Mary Mau- 
rita, R.S.M., administrator, St. Mary's 
Hospital, Grand Rapids, Mich., is the 
new treasurer of the group. Edward 
A. Behrman, in charge of Purchasing 
and Procurement Service for C.H.A., 
serves as secretary of the Alumni Asso- 
ciation and edits the Alumni News. 
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Kenneth W. Haagensen, director 
of public relations for the Allis-Chal- 
mers Mfg. Co., West Allis, Wis., ad- 
dressed the Alumni. Mr. Haagensen 
forthrightly declared that, “public re- 
lations is my business. I sincerely be- 
lieve—what’s more I know public re- 
lations has made and continues to make 
significant contributions to American 
institutions, associations, businesses 
and industries.” 

He said further that, “at times pub- 
lic relations seems to be as misunder- 
stood as hospital costs and hospital 
rates. Certainly not all of our prob- 
lems in Hospital Administration are 
public relations problems. But some 
mighty important ones do involve 
public relations and an exchange of 
ideas at this meeting can be helpful 


because communications is a major 
tool of public relations.” 

He explained that there are many 
definitions of public relations and that 
they are all quite similar but, “most of 
us choose the one that seems to best 
describe our own public relations re- 
sponsibilities.” He described the one 
he uses in his business: “It is our re- 
sponsibility to interpret for manage- 
ment what every public with which we 
deal is thinking and saying about what 
we have done and what we are doing 
and how those publics are likely to 
react to the things we are planning on 
doing. Once management makes a de- 
cision on the course to follow, the 
process reverses and it is our responsi- 
bility to tell all our publics what we 
plan to do and why we are going to do 
it so that we can build a bond of un- 
derstanding between our actions and 
the publics involved.” 

He warned that too many still think 
of public relations in terms of its “daf- 
fy-nition—public relations is a de- 
odorant that is spread around where it 
stinks.” He urged the Alumni to be 
concerned with only the truth when 
dealing with the public. “There is an 
old cliché that good news travels fast. 
Unfortunately much good news never 
gets off the launching pads. On the 
contrary it’s the bad news that travels 
fast and rarely fails to get into orbit. 
The fundamental basis for communi- 
cation and upon which our ethics 
must be built is the ‘truth’. If we can 
couple the truthful facts with a com- 
plete program of communications we 
can move in the direction of our goal 
which is understanding.” He said that 
generally speaking people don’t want 
to misunderstand, or be misinformed 
which is usually the case when there 
is a breakdown in communications, 
poor communications or worse than 
that—no communications. 

Mr. Haagensen urged the Alumni to 
project an appealing public image be- 
fore the public. “Much has been said 
pro and con about corporate image or 
corporate concept. It is there regard- 
less of what we call it and an in- 
stitution like a hospital has one too. 
It is the sum total of all the impres- 
sions on all of our publics by all of 
us who are identified with the institu- 
tion. This then is your challenge. 
Communicate with all your publics 
starting with your own people. Speak 
out with the facts and the truth to all 
your publics. Build the understanding 
upon which our future and the future 
of our hospitals must be built.” 
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SUPER FLAKER above is one of 109 Scotsman 
Ice Machines supplied to six Memphis hospitals 


by Memphis Automatic Ice Machine Co. Note 
handy waist-high bin and free-flowing ice flakes. 
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St. Joseph Hospital 


John Goston Hospital 
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Baptist Memorial Hospital 


109 scorsman 


More and more hospitals throughout the country 
are modernizing their ice supply systems with 
automatic SCOTSMAN Ice Machines. Take Memphis, 
Tennessee, for example. In the six modern hospitals 
pictured, you'll find 109 Scotsman Ice Machines 
making pure and perfect ice conveniently available at 
the point of actual ice use... and with 24-hour-a-day 
dependability! Many other leading hospitals, both 
large and small, now employ the SCOTSMAN System for 
a modern and economical ice supply. 
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La Bonner Medical Center 
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University of Tennessee Medical Center 











Wouldn’t your hospital, too, like to get the full facts about ScOoTSMAN? 





r 


YES? Please send complete details, / 
including new “‘Iideas on Ice” / 


booklet on Scotsman Ice Machines, 


| NAME. 








ADDRESS 





CITY ZONE. STATE 





MAIL TO: SCOTSMAN ICE MACHINES 
Queen Products Division, King-Seeley Corporation 
338 Front Street, Albert Lea, Minnesota 

EXPORT OFFICE: 15 William St., New York, N.Y. _ 
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work, money and maintenance with 


this GORROSION-RESISTANT 


sanitary Bassick Caster 


Designed to meet high standards of cleanliness , . . hospital work re- 
quirements ... and modest maintenance budgets. 

The heat-treated aluminum alloy resists corrosion...won’t rust even 

when steam cleaned. For example, the smooth exterior of this Bassick 
Series “BA” Caster prevents “pick up” of dirt or dust. There’s plenty of | 
room for easy cleaning around wheel, plate, horn and other parts. | 
You have a choice of 4”, 5” and 6” wheel diameters that will meet any 
requirement up to 500 pounds. 
To make maintenance easier, you can select from Bassick’s wide range 
of non-marking wheels. Two of the most popular: Atlasite hard tread and 
Baco soft tread are strong, durable and leave no marks on floors. Result: 
high traffic areas stay clean longer. 

Let Bassick Casters help you keep floor surfaces clean ... maintenance 


costs in line. 0.44 
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The Retiring President's 


Report 


to the Membership 


6 REPORTING TO YOU on the ac- 
tivities of the Association during 
the past year, I can state in general 
that Our Lord has blessed our work 
most abundantly, and for this, we 
humbly thank Him. Some of the re- 
sults of our efforts can be seen now, 
while others will be seen only in years 
to come. In my presidential address at 
the convention last year in St. Louis, I 
made the following statement: 
I am, therefore, thoroughly convinced 
that C.H.A. can best serve its member 
hospitals by harnessing its dynamic 
power and using it positively and con- 
structively in three ways: namely, 
through active coexistence with secular 
associations; through direct collaboration 
with Catholic Charities, and finally, 
through effective liaison with the ordi- 
nary of the diocese in matters of hospital 
policies. 
Let us review the events of the past 
12 months and see how well we com- 
plied with this resolve. 
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by REV. JOHN J. HUMENSKY, S.T.D., Ph.D. 


Regarding the matter of codperation 
with secular organizations, the C.H.A. 
has sought to promote this spirit of 
coéperation through its representatives 
amongst the officers, committees and 
councils of state, regional and national 
hospital associations. Time does not 
permit the enumeration of the names 
of those who represent us in state and 
regional associations. They are many 
indeed. However, I would be amiss if 
I did not mention that the following 
render codperative service to the Amer- 
ican Hospital Associtaion: Msgr. Ed- 
mund Goebel, Milwaukee archdiocesan 
director of hospitals and president- 
elect of the Wisconsin Hospital As- 
sociation, is a trustee; Sister Rose 
Marie, St. Mary’s Hospital, Pierre, S. 
Dakota, is a member of the Council 
on Association Services; Msgr. Robert 
Maher, diocesan director of hospitals, 
Toledo, Ohio, is on the Blue Cross 


Commission; and your president serves 
on the Council on Government Rela- 
tions. In addition to this, there are 
other C.H.A. members, who serve on 
special committees of the A.H.A. 

Concerning our collaboration with 
Catholic Charities, I point with a sense 
of pride to the very successful and out- 
standing Institute on Nursing Homes, 
which Father Flanagan and his staff 
sponsored in Minnesota this year at the 
kind invitation of the Bishop of St. 
Cloud. There is no doubt that this is 
the forerunner of this type of collab- 
oration with Catholic Charities, which 
will take place in the future in the 
field of the care of the aged, the handi- 
capped, the dependent and particularly 
in the field of labor relations. 

In general, then, the activities of 
your Association reflect a policy of co- 
Operation with other allied health or- 
ganizations, which can be likened to 
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the electrical current that energizes a 
large number of lighting fixtures, ap- 
pliances and motor driven machines. 

Let us now take a brief look at some 
of the specific activities and changes, 
which took place in our organization 
during the past year. Among the 
changes, the most important one oc- 
cured last fall, when after nine years 
of conscientious guidance and inspira- 
tional leadership, His Excellency Wil- 
liam O'Connor was succeeded by His 
Excellency Joseph Brunini as chairman 
of the Administrtaive Board of the 
CH.A. To Bishop O'Connor we for- 
warded a resolution of our deep sen- 
timents of gratitude, our best wishes 
and an assurance of a memento in our 
prayers. To His Excellency Bishop Bru- 
nini, a past president of the Associa- 
tion, we extended a most cordial wel- 
come and pledged to him our loyal co- 
éperation in promoting the Kingdom 
of Christ through our service to the 
sick and injured. 

It is also my sad duty to inform you 
that Msgr. Francis Thornton, a past- 
president of the C.H.A., diocesan di- 
rector of hospitals and president-elect 
of the New Jersey Hospital Associa- 
tion, died April 20th and that he was 
buried from St. Mark’s Church, Sea 
Girt, N.J., of which he was the pastor. 
May his soul rest in peace. 

A highlight in the glorious existence 
of the C.H.A. was the recent dedica- 
tion of the new wing of our head- 
quarters ky His Excellency, Most Rev- 
erend Joseph Brunini in the presence 
of our new President-elect, Msgr. 
Clement Schindler; the President of 
St. Louis University; an appropriate 
gathering of staff members, superiors 
and religious of local communities. 

The construction of the new wing 
gave us 13 more offices, a completely 
new library, one classroom for stu- 
dents in hospital administration, one 
larger classroom, which will be used 
for C.H.A., workshops and institutes, 
one assembly room for conferences 
and a beautiful lounge for the sisters. 
The wing was constructed at a cost of 
$250,000. Catholic Hospitals re- 
sponded to the appeal of the Executive 
Board and voluntarily contributed 
over $100,000. Contributions were 
made by 583 hospitals and 18 mother- 
houses. We are most grateful to them 
for their generosity. We were able 
to draw from our savings an accumu- 
lated building fund, so that our capi- 
tal indebtedness is only about $25,000. 

On the occasion of the dedication 
ceremony I stated that the C.H.A. 
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Solemn Pontifical Mass 





St. John’s Cathedral 


ORE THAN 2,500 RELIGIOUS and 

lay people representing hos- 

pitals in the United States and Canada 

filled St. John’s Cathedral, Milwaukee, 

Wis., Monday, May 30, for the Solemn 

Pontifical Mass which formally opened 
the 45th annual convention. 

His Excellency The Most Rev. Wil- 
liam E. Cousins, Archbishop of Mil- 
waukee, told the group that their first 
line of communication, because of 
their dedication to the care of the sick 
and needy, was of necessity the line 
of communication between God and 
them. He said their most urgent duty 
was to fulfill the Divine design for 
them of serving Him through serving 
the sick. “This first line of communi- 
cation must never be broken,” he said. 
“Catholic hospitals today are big busi- 
ness by reason of the economy of our 
age. Hospitals are expanding—part of 
everyone’s life in being taken into the 
immediate orbit of the hospital. You 
have within the walls of the hospital 
a small city with a city’s demands and 
problems.” 

The Archbishop said hospitals have 
an important task in the community 


and they cannot isolate themselves. 
There is a whole new attitude toward 
public relations. “There is a connec- 
tion between you and the community 
today which permits an interchange of 
ideas.” However he warned them the 
religious can be absorbed in the ma- 
terialistic operation—absorbed in the 
accidental and thus lose the essential 
which is the charity of Christ. 
“Charity is not just a virtue nor a 
philanthropy,” he said, “but a way of 
life. Live the love of Christ you pro- 
fess. We must extend wherever and 
however we can this charity of Christ.” 
In speaking of keeping abreast of 
research and new trends in care, he 
urged hospital religious to strive con- 
tinuously for perfection. “In caring 
for the sick, we can never be slipshod 
—not merely because the community 
today demands perfection in care of 
the sick, but because you are serving 
the dignified human body, the out- 
ward tabernacle of the Holy Spirit.” 
“Even as you occupy yourselves with 
research and new facilities, seek and 
strive for perfection in your continu- 
ing charity to the sick and the infirm.” 
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headquarters was like a floating uni- 
versity, where institutes, workshops 
and programs of continuing education 
originated and were literally trans- 
ferred to the far-flung regions of our 
vast country in genuine academic style, 
in order to upgrade the knowledge of 
our hospital sisters and lay personnel 
and to keep them abreast of medical 
progress and administrative advances 
both in theory and practice. At that 
ceremony, I paid tribute to Father 
Flanagan, our self-effacing and inde- 
fatigable executive director, his staff 
of dedicated workers as well as to the 
Jesuit Fathers for their inestimable 
work of promoting education for the 
benefit of so many thousands of our 
hospital personnel. I repeat that trib- 
ute today and sincerely give public 
recognition of them for their contribu- 
tion to the most important function 
of our Association, namely, education. 

The magnitude of this activity can 
be readily grasped when I reveal to you 
that from June 1st of 1959 to May 31st 
of this year there were 51 educational 
programs conducted in 19 states with 
an attendance of 4008 hospital people. 
These programs consisted of confer- 
ences, institutes, workshops and courses 
in Continuing Education. The subject 
matter covered basic and advanced 
discussions and considerations both 
from the practical as well as from the 
theoretical viewpoint. The range of 
subjects was quite varied and included 
maternal health, child health, canon 
law and financial management, medical 
technology, dietetics, immunoserology, 
physical therapy, x-ray technology, 
medico-moral problems, hospital en- 
gineering, laundry, bacteriology, hos- 
pital administration and programs in 
nursing service administration, com- 
munications, disaster planning, medical 
records, pharmacy and nurse anes- 
thetists. 

To appreciate the true value of this 
phase of Association activities, we need 
but ask ourselves: how else could the 
hospital sisters and lay personnel ob- 
tain such practical training and knowl- 
edge while engaged in full time serv- 
ice to the sick? 


Current Accomplishments 


The continuing education program in 
particular is deserving of special men- 
tion, for it drew an attendance of 1,092 
department heads to its 14 different 
programs during the past year. Its 
faculty of some 275 educators were 
recruited from universities, religious 
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communities, hospitals, business, in- 
dustry, military and public health 
services. We are grateful indeed to 
John T. James, staff director of this 
program and to the Kellogg Founda- 
tion, which contributed a substantial 
part of the money to finance this 
program. 

I hasten to add without mentioning 
their names individually—their names 
are listed on the first page of our 
Journal, HOSPITAL PROGRESS and in 
the angelic book of hospital helpers— 
that everyone of the departmental di- 
tegtors of our staff has played a prom- 
{nent role in the conduct and sponsor- 
ship of the various institutes, and con- 
ferences throughout the year. Their 
contribution to the educational activi- 
ties of the Association is a magnificent 
one. 


In the field of research, for which 
the Association received grants from 
the federal government, I wish to 
mention that project W34, “Guides to 
Hospital Administrative Planning and 
Control through Accounting” is al- 
most ready for publication. Project 
W27, “Establishing the Tools, Tech- 
niques and Training Aids for Hospi- 
tal Supervisory Development Training 
Programs” is progressing steadily. 
Project W145, “Standards of Per- 
formance for Business Office Proced- 
ures” is likewise progressing satis- 
factorily. 

I regret that I am unable to give 
the number and variety of consulta- 
tions, which the Association staff ren- 
dered to administrators and other hos- 
pital supervisory personnel, either by 
means of long distance telephone calls, 
or by mail, or in person. This is one 
of the significant services of the As- 
sociation, which is growing each year, 
and is of such immediate value to our 
hospitals in helping them solve their 
vexing and many times seemingly in- 
soluble local problems. 

It is a pleasure for me to announce 
that the Executive Board this year es- 
tablished a very sound retirement and 
insurance plan for the CH.A. em- 
ployes. A special feature of the plan 
is the accident insurance provision to 
protect the families of the staff mem- 





bers. This, I think, is more than a 
fringe benefit. It reflects the Associa- 
tion’s earnest endeavor to put the 
Church’s encyclicals on Social Justice 
into practice. 


Future Challenges 


The Association, as you can readily 
conclude, has been active and progres- 
sive. However, the job is never fin- 
ished. As long as the social, economic 
and political changes in our country 
continue to affect the lives of our citi- 
zens, hospitals, too, will be subjected 
to constant adjustments to the prob- 
lems created to a transitional period. 
It can be said without fear of contra- 
diction that hospitals will be con- 
fronted for a long time with the task 
of solving the difficult problem of labor 
relations equitably and with satisfac- 
tion to the public and to the employes. 
The matter of financing the health care 
of the aged, which has the proverbial 
semblance of a political football in this 
election year, is not a mythical balloon. 
It is a real challenge to the voluntary 
system of hospitals in our country 
today. Add to this the matter of Nurs- 
ing Home Service, which is receiving 
more and more attention from people 
in the medical and hospital fields, and 
you have a glimpse into the problems 
of the Sixties, 

Let me reassure you, however, with 
the thought that your Association has 
never adopted a policy of drifting into 
the fatalistic back bay of inactivity in 
times of pressure; nor has it ever 
jumped into precipitous action, when 
confronted with perplexing problems. 
Inaction is the symbol of a defunct or- 
ganization; hurried crash programs are 
the sign of panic. Your administrative 
board is ever alert to your needs and 
to your problems. Even now it is plan- 
ning a sound course of future action 
with wisdom, prudence and thoughtful 
discussion with others. 

In concluding my annual report, I 
wish to express the Association’s ap- 
preciation of the assistance and coép- 
eration, which the Bureau of Health 
and Hospitals, under the directorship 
of Msgr. McGowan, and the Legal 
Dept. of N.C.W.C., under Mr. Consi- 
dine and Mr. Reed, have given us. I 
personally am grateful to Fr. Flanagan 
and his most codperative staff for 
making my tenure of office as presi- 
dent at least in some small measure 
fruitful and beneficial to you. I am 
thankful to you for having given me 
the opportunity to serve you. 
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in a AST YEAR AMERICANS spent 10 

SECTIONAL MEETING ADDRESS E times more on their i 
the than for hospital care. A single auto- 
itice mobile manufacturing company had 
gross sales equal to nearly twice the 
amount spent by all patients in all 
voluntary hospitals in the United 
States. Yet the cost of the more vital 





dil ‘ 

— i service of providing renewed good 

fin. health and even life itself has been 

me the subject of attack by demagogues 
i among politicians, regulators, labor 


try : 
union leaders and others. 
In any battle it’s a good idea to first 


ted ' 

sb- identify the enemy. It is true that 

od. there is afoot, and has been for a long 

1. time, a skillfully designed campaign 

n- to socialize medicine. It started some 

ck years ago with an attack on doctors. 
Through the American Medical Asso- 


c- . ciation, doctors became articulate and 
25, t e | | 1C were successful in defending them- 
: selves. So now the effort to socialize 


medicine comes via an attack on hos- 
pitals, which have less financial re- 
" sources, are less articulate and are not 
y ; s  , nearly as well organized for defense 
y | ‘ as the A.M.A. Surprisingly, many 
‘doctors do not seem to recognize that 
socialized medicine can strike them by 
= Z ' this diversion attack on hospital costs, 
Me y ag i as much as by a frontal attack against 
Qn : them. They may have won their bat- 
tle, but will lose the war. 
' But it should be understood that 
relatively few of those who assail hos- 
pital costs do so as deliberate, consci- 
F ous proponents of that scheme. Prob- 
ably in most cases they are impelled by 
nothing more sinister than personal 
opportunism and inability to resist the 
temptation to shoot what looks like 


H { | { C a sitting duck. They do not look be- 
OSpl a OS S yond the immediate opportunity to 





grab personal publicity, or to enhance 
the status of their office. They are the 
“creeps” in one of this nation’s most 
fearsome domestic problems, creeping 
socialism. 
But “creeps” have no gumption. 
: They haven't thought things through. 
‘ They simply parrot popular cliches. 
They are effective only when they are 
unopposed. Confronted persistently 
with positive statements of fact, 
smothered with irrefutable examples, 
they will look elsewhere to attack, 
by HORACE L. LYON* ph where they find less articu- 
late opposition. 
Therein lies a large part of the 
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* Vice-president, Carl Byoir & Associates, 
Inc. Presented at the C.H.A. 45th An- 
~ nual convention in Milwaukee, Wis., May 
_ 31, 1960. 
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answer to the high cost charge con- 
fronting voluntary hospitals today. 
Simply tell the hospital story with cold 
facts in warm phrases. Tell it over 
and over again. Tell it day in and 
day out, month in and month out, year 
in and year out. However, in doing so, 
be content with using a rifle, rather 
than a shotgun. Pick out and shoot at 
the priority targets, like a submarine 
skipper does when he has an entire 
convoy in periscope view. 


An ‘Alien’ Need 


This idea of speaking up is ad- 
mittedly alien to the religious training 
of sisters, steeped in the virtue of soli- 
tude and quiescence. However, the 
Catholic Church formalized recogni- 
tion of the importance of telling 
one’s story to the public some 326 
years before we in the public re- 
lations business established the Public 
Relations Society of America. 

In 1622 Pope Gregory XV created 
the Congregation of Propaganda. It is, 
to this day, an active arm of the Cath- 
olic Church. Furthermore, Pope Pius 
XII gave recognition to public rela- 
tions practitioners by naming Saint 
Bernadine of Siena as their Patron 
Saint. So if one suggested that every 
sister become articulate in matters con- 
fronting voluntary hospitals and do a 
good public relations job, there is 
precedent and understanding within 
the Church for such a course of vigor- 
Ous action. 

But let's begin at the beginning. 
Let's briefly exp!ore how public opin- 
ion is formed on an issue. 

There are in America today many 
great issues demanding judgment. For 
example, my client—the railroads— 
seeks elimination of inequities in reg- 
ulation and taxation. The oil industry 
is embroiled in the matter of import 
restrictions. Privately-owned electric 
companies fight against further en- 
croachment of government in. their 
bailiwick. And so on—the list is 
endless. 

Most issues brought to our atten- 
tion actually seem to be of no im- 
portance to us. And, most of what 
we are asked to pass judgment on is 
beyond our own realm of certain 
knowledge. 

So, if hospitals are to win support 
in the mill of public opinion about the 
true facts regarding hospital costs, it is 
imperative that they present their 
story so that the listener, viewer or 
reader can identify his own self-inter- 
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est in the issue. He will have to be 
told what's in it for him, what's to his 
advantage. Americans are “positive” 
pragmatists. To sell them one must 
emphasize the good that will accrue 
to them for their support or action 
and not the dire consequences if they 
don’t act. Americans would rather 
look ahead than behind. They are 
growing to fear big government and 
the legalized sanctity and power of big 
labor unions more than they fear big 
business. They believe in fair play. 
But as sensible as Americans are, there 
is little chance of getting them to un- 
derstand and act on the true facts re- 
garding hospital costs without helping 
them identify their own self-interest 
in the subject. Furthermore, since 
most of what we are asked to pass 
judgment on is beyond our own realm 
of certain knowledge, how can we ex- 
pect the public to judge correctly the 
hospital cost issue even if we help 
them identify it as being important to 
them? 

How does one judge an issue that is 
beyond his scope of interest and 
knowledge? Highly-educated people 
might research the subject matter un- 
til they have formed an opinion. Real- 
istically, however, they don’t do any 
such thing. Generally, if an issue perks 
one’s curiosity, he asks an expert. 

(For example, if I want to know 
something about oil import  restric- 
tions I ask my neighbor, who is an of- 
ficer of an oil company and whose 
opinion I’ve learned to respect. He 
wiil give me both sdes of the argu- 
ment and then state his position. And, 
invariably, Aés position becomes my 
position, What he says is good enough 
for me, because I trust his judgment. 
It is, on a matter that does not seem 
to affect my family or me too greatly, 
as much knowledge as I want to try to 
embrace. Quite often it becomes my 
opinion. ) 


Experts, Friends and Osmosis 


Nearly all Americans have recourse 
to, and make use of, their own brand 
of expert interpretation. On religious 
matters it may be their priest, minister 
or rabbi. On other issues it may be 
a television panel show or a political 
speech, or a feature article in Saturday 
Evening Post or Reader's Digest. 
Newspaper editorials, columnists, news 
commentators — all these help mold 
opinions. 

There is also the judgment of an 
issue reached as a result of personal ex- 


perience, either by oneself or reported 
by family and friends. An emphatic 
opinion on hospital costs can surely 
be had from every person who te- 
cently has paid a hospital bill, or had a 
family member or friend pay one. 
Their opinion, by the way, may not be 
based on the bill per se, but on what 
they think about hospital service. The 
bill may be only a convenient launch- 
ing pad from which to blast off. 

Finally, many opinions on issues are 
arrived at by “osmosis.” They can be 
based on prejudice. They may even 
stem from a “sixth sense.” That is, 
without realizing it, without any 
curiosity in an issue, even without 
trying, many people arrive at an opin- 
ion on a matter and they couldn’t tell 
how it developed. 


The Value of Influence 


Now, then, what has this rather su- 
perficial exploration into the ways that 
public opinion is formed, got to do 
with “The Public and Hospital Costs?” 

Just this: 

The great majority of Americans 
couldn’t care less—until they are 
affected personally—about _ hospital 
costs, or many other important issues 
in America. And, in turn, a profes- 
sional public relations man couldn't 
care less whether the majority of peo- 
ple are on his side of an issue like hos- 
pital costs. Sure, he’d love to have a 
majority on his side. But in actuality 
they are not needed, and they would 
be beyond getting from a publicity 
campaign cost standpoint. Further- 
more, one has to consider that if he 
does seek: them he may defeat his own 
purpose. 

For example, if one takes a labor 
issue before the public—an issue 
which eventually is going to be settled 
by a few men from management and a 
few men from labor over a bargaining 
table—one must calculate on whether 
or not it has elements in it that will 
rile up all labor union members among 
the public in support of the particular 
union’s cause. Labor is surely not as 
strong in voter strength as it pretends, 
but labor and the farmer are the only 
blocs of organized voting strength in 
America today, and politicians think 
they are strong. So the politicos, in 
turn, jump opportunistically into the 
act. It is at the point of seeking 
always to win a majority public opin- 
ion that a lot of so-called professional 
public relations men do not under- 
stand their jobs. They talk about win- 
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ning public opinion to one’s cause as 
if they were managing the campaign 
of a candidate for public office, or as 
if they were trying to promote a soap. 
Candidates for office need a majority 
vote. The manufacturer of soap needs 
to sell his product to tremendous num- 
bers of buyers. But on an issue like 
hospital costs it is sufficient to have 
persons of influence—who help mold 
the opinion of others—know your 
story and support your cause. Financial 
realism so dictates. Even an industry 
with the greatest financial resources 
has not enough money to stir up the 
discussion level on most issues to the 
point that they cou!d win a majority 
of people to their side. And, if they 
did, to what purpose? People seldom 
have opportunity to vote directly on 
issues. In our form of government we 
vote for representatives who stand one 
way or another on an issue—or say 
they do. And, in our political scheme 
of things, even the representatives of 
the people in government are more re- 
sponsive to the opinion of influence 
leaders among their constituents than 
to a limited multiplicity of voter opin- 
ion. If hospital administrators can ac- 
cept this concept, they are well on 
their way to understanding how they 
can, with limited time and public rela- 
tions know-how, defeat the dema- 
gogues who are attacking on the mat- 
ter of costs. 


A Captive Audience 


As noted above, hospitals must tell 
their story over and over and OVER 
again. To whom? To the people of 
influence in the community. But they 
cannot afford to miss the people per- 
sonally affected—the hospitalized and 
their visitors. 

Let’s look at this latter group first. 
On the average of once every eight 
years each American spends about a 
week in a hospital. He or she usually 
has from five to 12 visitors. 

The patient is a captive audience. 
The visitors are in the hospital's “sales- 
room.” If hospitals miss telling and 
selling these people about their serv- 
ices and costs—when they have an in- 
terest because they are personally af- 
fected—then hospitals are missing a 
golden opportunity. They may have 
built-in resistors because they do not 
want to be in a hospital. They do not 
want to be sick. They had not planned 
on it. They resent paying money that 
they were going to spend on a fancy 
widget, with golden fins and other 
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embellishments. But there they are. 
If the hospital does not tell its story 
to minimize the jolt at billing time, 
what else can they believe? Probably 
that there is no story to tell; probably 
that the charge of the demagogues is 
true. 


The Story of People 


But hospitals do have a story—a 
story of people. And nothing is of 
greater interest to people than people. 

First of all, it is a story of some 
two and three people, many of them 
expensively trained and highly skilled, 
taking care of—on the average—one 
sick person. If patients know they are 
paying for that ratio of care—for the 
wages of from two to three others to 
take care of them—few of them will 
object to legitimate charges. For it is 
a truth that Americans have a tolerant 
attitude about their fellow men getting 
compensatory pay for their talents. 

Each Catholic hospital has a story 
to tell of a devoted religious order, 
dedicated to helping people win re- 
newed good health—an order which 
not only brought the hospital into 
being, but operates it. 

Every hospital cost story is one of 
competent technicians, using fantas- 
tically expensive equipment some of 
which lies idle a large percentage of 
time (and therefore financially unpro- 
ductive) until needed for a specialized 
emergency. It is a story of graduate 
nurses, dietitians. .. of great num- 
bers of seen and unseen people stand- 
ing ready at any instant of time to 
serve local residents or even the 
wayfarer. 

Also, it is the story of how dedi- 
cated people have modernized tech- 
niques and medicines, which have re- 
sulted in more effective treatment, 
thereby shortening the stay in hos- 
pitals and lowering total costs. Or, to 
rephrase that: Today’s more effective 
treatment gets the patient out of the 
hospital sooner, thereby lowering his 
over-all hospitalization cost. This 
point could well be the theme of any 
informational effort. It is a salable 
idea which most Americans can under- 
stand. It is certainly directly on tar- 
get. And it can practically stand alone 
and be effective. The latter is most 
important—for generally the most 
successful publicity is that which sug- 
gests, rather than details. 

This does not mean that everyone 
will buy that theme as ultimate truth 
without documentation and fuller ex- 


planation. (A truth is not a truth to 
a person until he believes it.) To get 
maximum believability hospital public 
relations experts will have to round 
out the theme with concrete facts. But 
those are available. The Catholic Hos- 
pital Association has done so in the 
leaflet “Count Your Blessings” which 
shows how hospitalization has been 
shortened over the years. Or hospitals 
can make use of Brigadier General 
Wergeland’s April 30 report on 
“Medicare” which determined that 
the lowest over-all cost per case was 
when daily costs were higher. This 
study found that when newer and 
more expensive techniques and medi- 
cines were used, the patient got out 
of the hospital sooner, thereby lower- 
ing his over-all hospitalization costs. 

In making use of this theme, how- 
ever, One must get people into it. 
“More effective treatment” does not 
just happen. People developed the 
techniques and medicines, and people 
administer the treatment. Why all this 
accent on people in telling the hospital 
story? Well, brick and stone are in- 
animate. Without people any hos- 
pital building might as well be an 
abandoned warehouse instead of a 
vital community service facility. In 
our sophisticated society, electronic 
marvels—even space probes—have 
become “old hat.” But the interest of 
people in people and their work 1s 
never ending. 

So, tell the story of hospital people 
and their work to the captive patient 
audience, and tell it to their visitors 
who come into the hospital “show- 
room.” 


Staff Salesmanship 


Leaflets, illustrated displays in visi- 
tors’ waiting rooms and tours of the 
entire hospital for ambulatory patients, 
led by voluntary workers, are certainly 
not too great a chore for every hos- 
pital to accomplish. Just think—if 
every nonfederal hospital did this lit- 
tle, they would communicate in two 
years with more than the number of 
people who voted for Mr. Eisenhower 
for president in 1956. And that is just 
with the “captive” patient audience 
who stay an average of seven days. 
Adding their visitors, hospitals prob- 
ably have one-half of the population 
of the country coming to their show- 
rooms each year. Such intimacy with 
the public can breed problems of un- 
usual nature and intensity, unless hos- 


(Continued on page 122) 
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Management-Employe 
Relationships 


“THERE IS A TENDENCY for most 
managers of complex organizations to 
think in terms of better communica- 
tions downward without thoroughly 
examining how the process is actually 
Operating in reverse,” Robert H. 
Guest of the Yale Technology Project, 
said at a Tuesday Sectional meeting. 

Sister Mary Raymond, S.F.P., as- 
sistant administrator of St. Francis 
Hospital, Cincinnati, Ohio, presided 
over the meeting, entitled “Communi- 
cation for Better Management-Em- 
ploye Relations,” and introduced Dr. 
Guest. 

Dr. Guest declared that everyone 
talks glibly about the importance of 
two-way communication, but is only 
just beginning to identify where, how 
and why the upward process breaks 
down. He said that the administrative 
system which is the most efficient in 
the transmission of information and 
orders downward is not well suited to 
assure a reliable flow of factual and 
attitudinal information upward. He 
indicated that the task is to create a 
structure which allows both systems 
to Operate within the same organiza- 
tion and pointed to some encouraging 
practical possibilities. 

Previous efforts to train people to 
be better communicators have con- 
centrated too much on the skills of the 
individual and not enough on exam- 
ining and correcting the technical and 
organizational conditions which make 
it difficult for even the best communi- 
cators to be effective, he continued. 
Poor attitudes toward the job and to- 
ward one’s workmates and superiors— 
a condition which makes for poor 
communications—are not necessarily 
the results of personality differences 
or of lack of communicating skills, 
he pointed out, and added that often 
the system of work flow of physical 
materials and paperwork is inade- 
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quate. He said that an important as- 
pect of the so-called training function 
should be to provide a mechanism for 
correcting the work flow problems 
which lead to inter-personal conflict. 

“The problem of achieving good 
employe communications is especially 
challenging when the organization de- 
pends upon the efforts of highly 
trained professionals and of low 
skilled personnel. Both live in a dif- 
ferent conceptual world with sharp 
differences in status and role,” he said. 
He insisted that the hope that the 
two (or it may be as many as five en- 
tirely different occupational groups) 
can reach some kind of understanding 
cannot be left to chance. He added 
that the means must be established 
whereby the various groups can ‘tune 
in on the same frequency’ on at least 
a minimum of problems of mutual 
concern. He concluded that only when 
this takes place can any kind of-on- 
going communications programs and 
efforts be effective. 

A panel discussion followed Dr. 
Guest’s address. Panelists were: David 
P. Casper, personnel director, Miseri- 
cordia Hospital, Milwaukee; Frank D. 


Murphy, consultant, Congregation of 
St. Agnes, Fond du Lac, Wis., and Ray 
E. Winter, administrative director, St. 
Joseph’s Hospital, Milwaukee. 


The Motherhouse 


UNITY AND LOVE are the products 
of an effective two-way flow of com- 
munication among religious, Mother 
M. Thomasine, O.S.F., mother general 
of the Franciscan Sisters of the Im- 
maculate Conception, Little Falls, 
Minn., told a Wednesday afternoon 
sectional meeting in Juneau Hall on 
“Communication and the Mother- 
house.” 

Mother M. Lorita, general superior 
of the Sisters of the Holy Humility 
of Mary, Villa Maria, Penn., presided 
over the meeting. Members of the 
panel discussion which followed the 
principal address included Sister Mary 
Stella, R.S.M., of the New York Prov- 
ince of the Sisters of Mercy, Tarry- 
town, N.Y.; Sister M. Pieta, O.S.F., as- 
sistant administrative manager of the 
Sisters of the Third Order of St. Fran- 
cis, Peoria, Ill.; Sister Timothy Marie, 
O.S.F., director of the department of 
hospitals, Franciscan Sisters of the 
Sacred Heart, Joliet, Ill., and Sister M. 
Verenice, S.S.J., assistant superior gen- 
eral of the Sisters of St. Joseph of Naz- 
areth, Nazareth, Mich. 

The importance of a clear under- 
standing of obedience in order that 
“togetherness and love” become real 
in the lives of religious was stressed 
by Mother Thomasine in her talk. 
“Obedience is difficult,” she admitted, 
adding that its observance usually fails 
when authority is wrongly conceived. 
“Authority exists in order that the ob- 
jectives of the group be accom- 
plished,” she continued, pointing out 
that the trust held by the person in 
authority is for the good of the entire 
community. 

“The concept that the religious com- 
munity is a labor of love of the sisters 
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as a whole is an important one,” 
Mother Thomasine said. “The individ- 
ual religious must be very aware of the 
importance of exact obedience regard- 
less of its nature and she must also be 
very aware that she is a part of the 
total gift to Almighty God of the 
community’s work and prayer. The 
more the individual religious is an in- 
timate part of the total community the 
greater will be the over-all good ac- 
complished by the religious groups.” 

Communications are essential to the 
establishment of this atmosphere and 
spirit, Mother Thomasine indicated. In 
particular, she emphasized the impor- 
tance of a “two-way flow” of communi- 
cation between the motherhouse and 
its dependent hospitals. 

“If the motherhouse issues policies 
and directives to the hospital adminis- 
trator, then it must also provide for a 
permissive response or feed-back from 
the hospital back to the motherhouse. 
Ideas, recommendations and sugges- 
tions from the hospital administrator 
and her staff must always be able to 
find their way up to top sisterhood ad- 
ministration. It is this permissive two- 
way flow of communication which 
seems to me helps to maintain an at- 
mosphere of mutual trust and under- 
standing between motherhouse and its 
various hospitals.” 

At the same time, she continued, “it 
is well for any motherhouse adminis- 
tration to remember that it cannot af- 
ford to arbitrarily set aside a carefully 
considered recommendation made by 
a group of highly dedicated depart- 
ment heads and approved by the hos- 
pital administrator. If such a recom- 
mendation must be refused or post- 
poned then a reason for such refusal 
should be given to the group making 
the recommendation.” 

In these matters, the “most basic 
and necessary communication tool,” 
Mother Thomasine observed, is a set 
of hospital policies. She indicated that 
such policies should be studied for re- 
vision at least once every two years, 
and that the objectives ennunciated 
should be general enough to apply to 
small rural as well as large urban hos- 
pitals alike. Other forms of commu- 
nication outlined by Mother Thoma- 
sine through illustrations drawn from 
her own community included: gen- 
eral letters of information, memos and 
directives as well as minutes of the 
governing board meetings circulated 
from the motherhouse to its various 
hospitals; appointments and  work- 
shops carried out in communications 
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between the governing board and the 
hospital medical staffs; visits by a sis- 
ter consultant in nursing to all of the 
community’s hospitals as well as meet- 
ings by a committee on schools of 
nursing; a uniform accounting system 
tailored to fit all hospitals within the 
community group; news letters from 
the mother general and a community 
newspaper published five or six times 
a year; yearly visitations and various 
institutes and workshops. 

Among the advantages to be de- 
rived from such a program of com- 
munications, Mother Thomasine elab- 
orated, is an over-all speaking knowl- 
edge among the sisters on general in- 
formation concerning the community, 
which in turn engenders confidence in 
local superiors. Another result, she 
said, is a greater maturity of outlook 
among the sisters, as they grow in an 
attitude of community-mindedness 
rather than one of purely local in- 
terests. 

An atmosphere of free discussion 
also is encouraged through a program 
of communications, she continued, 
which offers the superior “a greater in- 
sight” into the problems and person- 
ality of each member of the com- 
munity. And, finally, the “hoped-for 
advantage,” she concluded, “is closer 
union with Christ because of loving 
and close unity with the total work for 
Him and the association with each 
other . . . And love grows in the fer- 
tile soil of close communication.” 


The Medical Staff 


EVERY EFFORT should be made to 
establish and to maintain adequate 
communications between the hospital 
administration and the medical staff 
since the doctor is the single most im- 
portant element in the hospital’s pub- 
lic relations, Dr. Robert S. Myers, 
executive assistant director of the 
American College of Surgeons, Chi- 
cago, Ill., told a medical staff sectional 
meeting Wednesday afternoon. Dr. 
William J. Lahey, director of medical 
education at St. Francis Hospital, Hart- 
ford, Conn., presided over the session 
which included a panel discussion by 
Sister Mary Calasantia, C.S.S.F., asso- 
ciate administrator of St. Mary’s Hos- 
pital, Livonia, Mich., and Dr. Joseph 
Christian and Dr. John Coleman, both 
of Mercy Hospital, Chicago, IIl. 

“No enterprise involving a group 
of people can function properly, un- 
less every single person in the organ- 
ization knows exactly his sphere of 
authority and that of his colleagues,” 
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Dr. Myers stated. He added, however, 
that “the mere delineation of lines of 
authority is no guarantee that adminis- 
tration and the medical staff will talk 
to each other, to say nothing of com- 
municating properly.” 

The very organization of the hos- 
pital is such that it discourages com- 
munication between these two groups, 
Dr. Myers observed. The management 
of the hospital is vested in the admin- 
istration, whereas the function of the 
hospital, the care of patients, is dele- 
gated to the medical profession. 
“Neither group speaks the other's lan- 
gauge and neither shares in the de- 
liberations and decisions of the others,” 
he explained. As a result, two inde- 
pendent and competing authorities 
arise, each of which is “jealous 
of its prestige, its privileges and its 
authority.” 

Yet, Dr. Myers continued, com- 
munication and an adequate exchange 
of information between administration 
and the medical staff is essential, par- 
ticularly since the doctor is the “single 
most important element” in the hos- 
pital’s public relations. “Distasteful 
as it may be to hospital people, the 
facts are facts—patients patronize 
physicians, not hospitals,” he noted. 

But, just as the hospital governing 
board should enlist the coéperation 
of the medical staff by disclosing its 
long-range plans, financial position 
and personnel problems, so also 
should the medical staff confide to 
administration its plans for improv- 
ing patient care and meeting chang- 
ing concepts of the treatment of dis- 
ease. The medical staff also should as- 
sume more diligent responsibility for 
the discipline of its own members and 
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inform administration of the results, 
Dr. Myers said. 

In order to establish and maintain 
adequate communications between 
administration and the medical staff, it 
is necessary that three essentials of this 
process be understood and obeyed, he 
said. These embrace the manner in 
which communications are delivered, 
where they go and when. 

Communications concerned with 
complex or controversial subjects as 
well as those addressed to large 
groups of individuals had best be put 
in writing, rather than delivered orally, 
Dr. Myers pointed out. These com- 
munications should be brief, since 
“anything over one typewritten page 
in length invites the reader to disre- 
gard it,” he said. They should also be 
courteous. They should not only define 
the problem in a clear, concise state- 
ment, but they should supply sufficient 
background data so as to orient the 
reader and enable him to form an in- 
telligent decision. Lastly, the com- 
munications should state the actions 
already undertaken by the communi- 
cator or those which he wishes the 
readers to take. 

The decision as to where to send the 
communication, Dr. Myers continued, 
depends upon its subject and upon 
the organization of the hospital. “As 
a general rule, the smaller the group 
receiving it, the more careful atten- 
tion it will receive,” he observed, sug- 
gesting that a small committee be 
designated liaison between adminis- 
tration and the medical staff. “Al- 
though this may be the joint confer- 
ence committee, it always has seemed 
more reasonable to me to use the 
executive committee of the medical 
staff for liaison purposes . . . (since 
it) has a more authoritative capacity.” 
He cited one area in particular where 
the executive committee of the staff 
might be used most effectively—com- 
munications received from the Joint 
Commission on Accreditation of Hos- 
pitals, which customarily are ad- 
dressed both to the administrator and 
the chief of the medical staff. 

The “timing” of a communication 
also is of prime importance, Dr. Myers 
asserted. “The element of surprise 
may be advantageous in military opera- 
tions,” he observed, “but it is not de- 
sirable in hospital communications.” 
Here, previous informal oral discus- 
sions of a problem between the admin- 
istration and the staff will prove help- 
ful, he noted. 

In conclusion, Dr. Myers listed three 
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secondary tenets which can serve to 
better communications—the prompt 
acknowledgement of receipt of any 
communication and a report of ex- 
pected action upon it addressed to the 
sender, the maintenance of an active 
file of actions to be taken as well as a 
prompt report to the sender when a 
particular action has been completed, 
and the avoidance of too much com- 
munication as well as communications 
on trivial matters. 


Problems of Listening 

PRACTICAL SUGGESTIONS for im- 
proving the listening abilities of those 
involved in hospital communication 
were proposed at a sectional meeting 
on “Problems of Listening” held Wed- 
nesday afternoon. Dr. Donald E. Bird, 
associate professor of speech and com- 
munication at Stephens College, Co- 
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lumbia, Mo., was the principal speaker 
at the meeting, which was attended by 
some 400 people. 

Sister Mary Elizabeth, O.S.F., con- 
sultant in nursing for the Franciscan 
Sisters of the Immaculate Conception, 
Little Falls, Minn., presided over the 
meeting. Panel discussion members 
included Sister Mary Eucharia, S.M., 
administrator of Mercy Hospital, San 
Diego, Calif.; Lee Kilbourne, training 
director in the industrial relations de- 
partment, Naval Supply Depot, Great 
Lakes, Ill.; Sister Mary Louise, D.C., 
Operating room supervisor at DePaul 
Hospital, St. Louis, Mo. and Dr. 
Rachel Salisbury, associate professor of 
English at Milton College, Milton, 
Wis. 

In the course of his talk, Dr. Bird 
reviewed one of the earlier speeches 
of the convention, offering his audi- 
ence the opportunity to test their “lis- 


tening ability” through a short true- 
false quiz of the content of the speech. 
He concluded with several practical 
suggestions on how to improve listen- 
ing ability, recommending that listen- 
ing not only be taught in the schools 
and as part of the regular professional 
training curriculum, but that it also 
be encouraged among supervisors in 
on-the-job programs. 

In the panel discussion which fol- 
lowed, Sister Mary Eucharia described 
the multi-listening functions of the 
administrator, who must maintain 
communication with such groups as 
the board of trustees, department 
heads, supervisors and members of the 
community served by the hospital. 
She stressed the importance of listen- 
ing and communication in employe 
relations. “We must be forthright and 
sincere with our employes,” she ob- 
served. “We must respect their indi- 
vidual dignity. We must listen with 
interest and sympathy and understand- 
ing.” 

The problems of listening from the 
standpoint of modern society's “aural 
illiteracy” were examined by Dr. 
Rachel Salisbury. In this age of mass 
communication media, she observed, 
illiteracy no longer can be limited 
solely to an inability to read and 
write, but should be defined as the in- 
ability to listen as well. 

Mr. Kilbourne, in his talk, pointed 
out that what the speaker or listener 
does is actually more important than 
what he says or writes. In this respect, 
he continued, the speaker must know 
and appreciate the views and circum- 
stances of the listener and vice versa, 
if communication is to prove effective. 
In training programs set up for the 
various levels of management person- 
nel, he said, emphasis should be placed 
on the importance of establishing a 
“frame of reference” and an atmos- 
phere of mutual trust and confidence. 

The necessity for supervisors to be 
good listeners was underscored by 
Sister Mary Louise. “The job of the 
supervisor arises out of the needs of 
those who are supervised,” she ob- 
served. “Those needs can be fulfilled 
by knowing what they are and then 
communicating their fulfillment so 
that (the) personnel know where they 
stand and what is expected of them.” 
For the supervisor, she concluded, “lis- 
tening is bound up with those sensi- 
tivities of mind and heart which guide 
us in Our person-to-person relations, 
mutual trust, respect and acceptance 
of one another as children of God.” 
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Departmental Meetings 


Chaplains’ Conference 


ATTITUDES OF PATIENCE, under- 
standing and respect must be encour- 
aged by administrator and chaplain 
alike if mutual understanding and in- 
telligent codperation are to mark the 
spiritual work of the hospital, the Rev. 
John W. Mullally, chaplain at York- 
town Memorial Hospital, Yorktown, 
Tex., told the opening departmental 
conference for chaplains on Tuesday. 
The Rev. Edward Bielskas, chairman 
of the conference and chaplain at St. 
Mary’s Hospital, Grand Rapids, Mich., 
presided. Other speakers at the first 
conference included the Rev. John J. 
Flanagan, S.J., executive secretary of 
C.H.A., and Sister M. Stephanie, S.S.C., 
administrator of Loretto Hospital, Chi- 
cago, Il. 

Many chaplains and administrators 
dread to sit down in conference with 
each other from lack of confidence 
and a resulting fear of “loss of face,” 
Father Mullally observed. He stressed 
the importance for both chaplain and 
administrator to cultivate the ability 
to listen “in an active fashion” and a 
sympathetic understanding of the 
needs of each. 

It is essential that a set time and 
place be established for conferences be- 
tween the chaplain and administrator, 
Father Mullally continued, since the 
meeting might otherwise be postponed 
to avoid facing the situation under 
consideration. He called upon both 
Participants in such conferences to ex- 
ercise patience, tact and clear thinking, 
in addition to preparing beforehand 
the matters to be discussed and ex- 
pressing them in a precise, analytical 
yet free-flowing manner, while avoid- 
ing emotionally biased attitudes. He 
also listed poise, self-restraint, purpose- 
fulness and a good sense of humor as 
ways of “relieving tension and getting 
free expression.” 

Misunderstandings, invalid assump- 
tions, anger and inadequate compro- 
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mises frequently prevent effective 
communication, Father Mullally 
pointed out. Other sources of diffi- 
culty, he said, arise when either par- 
ticipant seeks a personal want rather 
than the over-all good of the hospital, 
takes differences of opinion as personal 
attacks or contradicts the other party 
without making any attempt to un- 
derstand what that party actually 
might be saying. 

“The mature, confident chaplain and 
administrator can learn much from 
each other,” he concluded, as long as 
the individual has confidence in him- 
self and is not afraid to listen or con- 
tribute to the discussion. 

Father Flanagan in his address 
urged frequent meetings between ad- 
ministrator and chaplain “perhaps 
once a week, to discuss plans, to review 
incidents and to develop mutual un- 
derstanding and confidence.” In prob- 
lems touching upon both the chaplain’s 
jurisdiction over things spiritual and 
the administrator’s responsibility for 
the order of the house and adminis- 
trative practices, legislative acts are 
not the answer, he said. Such problems, 
he observed, “can be solved only by 
two people conferring and working 
out a policy which is, as nearly as pos- 
sible, mutually satisfactory.” Admin- 
istrators, he noted, are sometimes fear- 
ful that the chaplain will take advan- 
tage of his priestly status, but this 
should not deter efforts to inform him 
of hospital events and plans for the 
future. On the other hand, Father 
Flanagan said, the chaplain should 
avoid taking dogmatic positions re- 
garding administrative and _profes- 
sional practices about which he may 
know very little. 

The working relationship of the 
chaplain in communication with the 
hospital administration, religious, per- 
sonnel and staff was examined in a 
talk by Sister M. Stephanie. The pri- 
mary purpose of a hospital chaplain 
is the religious ministration to the pa- 


tients, she affirmed. In relation to the 
sisters, he must remain aloof from 
their spiritual problems, while in the 
case of employes, he must “discreetly 
direct them to the hospital administra- 
tion if their problems are of a hospi- 
tal nature, or to their pastors if prob- 
lems of religion are involved.” 

With the physician, she continued, 
the chaplain should establish “close 
bonds of mutual respect and friend- 
ship,” but avoid involvement in purely 
technical medical problems. The hos- 
pital, in turn, has the obligation to pro- 
vide the chaplain with comfortable 
living quarters, adequate compensation 
to care for his physical needs, and some 
provision for security in retirement. 

At the Wednesday conference ses- 
sions, speakers included Dr. Francis 
J. Gerty, a psychiatrist from Chicago, 
Ill., and the Rev. Joseph A. O’Brien of 
the health, education and welfare de- 
partment, St. Elizabeth’s Hospital, 
Washington, D.C. 

Dr. Gerty stressed the fact that 
symptoms of abnormal patterns of be- 
havior are not limited solely in those 
suffering from mental illness. ‘Normal 
people,” he observed, also “show evi- 
dences of foibles, eccentricities, idio- 
syncrasies . . . many times in their 
behavior pattern.” 

He urged the importance of under- 
standing the origin of the patient's 
problems, as this is an “important 
factor” in helping each. Advising a 
patient to use his will power, for ex- 
ample, does not always work, Dr. 
Gerty observed, citing the case of an 
alcoholic who has never used his will 
power much to begin with. 

Father O'Brien stressed the value of 
“listening” for chaplains dealing with 
mental illness in patients. “The chap- 
lain must learn to listen,” he said, “he 
must learn to use his ears and his eyes 
to evaluate the response which the pa- 
tient is attempting to give in any con- 
tact which the chaplain makes with 
him.” 
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Dietary Department 


FREQUENT MEETINGS between hos- 
pital administrators and their respec- 
tive department heads provided the 
keynote of the first of two sessions 
for the dietitians on Tuesday after- 
noon. Sister M. Alma, P.B.V.M., di- 
rector of dietary service at McKennan 
Hospital, Sioux Falls, $.D., presided 
over the meeting, which included talks 
by Sister Mary Edelburg, C.S.F.N., ad- 
ministrator of St. Mary of Nazareth 
Hospital, Chicago, IIl.; Sister Jeanne 
Teresa, C.S.J., St. Mary’s Hospital, 
Minneapolis, Minn., and Gertrude 
Gloeckler, executive secretary, Wis- 
consin Conference Catholic Hospitals, 
Milwaukee, Wis. 

Once. a unity of goals has been es- 
tablished in hospital management, the 
discussion and acceptance of hospital 
policies, procedures and standards must 
be “faced squarely” by the adminis- 
trator and dietitian as well as other 
department heads, Sister Mary Edel- 
burg declared. This communicative 
process, while “most difficult,” can best 
be approached through a series of 
meetings at different levels, she 
observed. 

First, she suggested frequent meet- 
ings between the administrator and 
each department head, so that specific 
matters may be freely discussed and 
the influence of administration be felt 
in all aspects of hospital procedure. 
“Meetings should be concerned with 
current daily problems and therefore 
should be conducted at least three 
times a week,” Sister Mary Edelburg 
emphasized. It is at such meetings that 
the dietitian, for example, is provided 
with the opportunity to explain delays, 
discuss problems and outline future 
plans. “Naturally one must anticipate 
emotional reaction at first in which 
department heads attempt to defend 
their position,” she noted, adding that 
in time a greater freedom of discussion 
and mutual understanding of others 
will ensue together with an objectivity 
that takes into consideration the good 
of the entire institution. 

Second, group meetings of depart- 
ment heads with the administrator 
should be held “religiously on a 
weekly basis,” Sister Mary Edelburg 
said. At such meetings, the dietary de- 
partment head not only has the respon- 
sibility of formulating and adminis- 
tering dietary policies, but also par- 
ticipates in the formulation of policy 
for other departments, she pointed out. 
“Here again, the objective is to force 
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department heads into management 
thinking,” she explained, “to impress 
upon them their dual function of rep- 
resenting management to employes 
and representing employes to manage- 
ment.” By participating in such meet- 
ings, the dietitian and all department 
heads have the opportunity of know- 
ing the problems and solutions under 
consideration by all departments, she 
observed, noting that in this way the 
dietitian not only runs her own depart- 
ment but informs others at the same 
time of dietary policy. 

A third approach to the problem of 
communication, Sister Mary Edelburg 
continued, is the monthly departmental 
report, although these “should not be 
very lengthy or ornamental” lest they 
become cumbersome for administra- 
tive reading. In addition, she also sug- 
gested the filing of a quarterly review 
of departmental performance for the 
purpose of rewarding, solving, eval- 
uating and planning future progress. 
The “administrative rounds system,” in 
which the administrator selects one 
department head and makes a tour of 
the entire institution with her, was 
cited as a fifth method of improved 
communication. 

The need for communication be- 
tween the nursing and dietary services 
was stressed in the second talk of the 
afternoon by Sister Jeanne Teresa. 
Aids to communication cited included 
the correct delivery of the tray census 
and cancellation of diets, an under- 
standing of the scope of responsibility 
of each department, the clarification of 
terminology in such items as the diet 
manual and menus, and frequent 
meetings. 

Personal contact was underscored as 


Sr. Jeanne Teresa, C.S.J. 


Dietary 





the key to improved communication 
between dietary service and patients 
in the final talk delivered by Miss 
Gloeckler. In general, patients like 
hospital food, she concluded after re- 
porting on a survey conducted among 
patients. 

The second session held Wednesday 
afternoon explored the areas of cost 


efficiency in food service and new 


trends in diet therapy. Some 100 peo- 
ple attended the meeting presided 
over by Sister Mary Jude, O.P., of St. 
Dominic-Jackson Memorial Hospital, 
Jackson, Miss. The featured speakers 
were Harry H. Pope, president of 
Pope’s Cafeterias, St. Louis, Mo., and 
Dorothy Jutton, associate professor of 
home economics in foods and nutri- 
tion at the University of Wisconsin. 
Madison, Wis. 

There is no substitute for good 
management when it comes to quality 
and cost control in food service, Mr. 
Pope stressed in his talk. Since the 
menu is the basic point in food cost 
control, he suggested the use of a 
cyclical menu plan which forecasts 
needs and eliminates left-overs. Other 
keypoints in service, purchasing and 
production included the use of 
standardized food portions, standard 
recipes, temperatures, meat thermome- 
ters, scales, measures and a “definite 
system” for issuing and protecting 
storage. 

In the area of diet therapy, new and 
improved drugs have given rise to new 
and more specific modifications of the 
normal diet, Miss Jutton pointed out 
in the final address of the afternoon. 
Four groups of diets were discussed. 
In the case of impaired absorption— 
celiac and idiopathic sprue—it has 
been found that the wheat sensitivity 
cause is related to wheat gluten. When 
gluten (gliadin) was removed from 
the diet, the patient recovered, and it 
was therefore concluded that peptide- 
bound glutamine in some way inter- 
feres with absorption of fat and 
peptides. 

Miss Jutton also stressed the impor- 
tance of the dietary factor in cases 
involving arteriosclerosis. Here, she 
said, there is a definite relation of 
arteriosclerosis to serum cholesterol, so 
that consequently arteriosclerosis can 
be prevented or reversed by a lower 
blood cholesterol. Experimentations 
with a 2700 calorie diet, consisting of 
15 per cent calories from saturated 
fats and 18 per cent from unsaturated 
fats, showed a considerable lowering 
of the blood cholesterol. 
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Obesity, Miss Jutton continued, is 
not always due to absorption, water 
and nitrogen loss. Five subjects main- 
taining weight on a 2000 calorie diet, 
she said, had been shifted to a 2600 
calorie diet, 90 per cent fat, and had 
lost weight. She concluded that a high 
fat diet (75 per cent) can induce 
great weight loss in normals and obese, 
although this approach is still in the 
theoretical stage because of the dan- 
ger of arteriosclerosis. 

In the case of inborn errors of me- 
tabolism, believed to cause mental 
deficiency, the diet requires low pro- 
tein foods, Miss Jutton observed, not- 
ing that treatment of this problem 
should be inaugurated at an early age, 
five or six years. 


Med. Tech. and Purchasing 


A JOINT MEETING Tuesday brought 
together medical technologists and 
purchasing agents in a session titled 
“Saving Through Communication.” 
Sister M. Antonia, S.C.N., laboratory 
supervisor, St. Joseph Infirmary, Louis- 
ville, Ky., in a talk entitled, “The Lab- 
oratory Communicates with Purchas- 
ing,” said, “Good communication be- 
tween the purchasing agent and the 
medical technologist can become a 
mutual educational process. The flow 
must be in both directions if maxi- 
mum benefits are to be derived. Each 
department must understand the 
other’s manner of functioning. Many 
of our difficulties result from not 
knowing, yet we make little effort to 
understand. We haven't time to listen. 
The more quickly we can get better 
acquainted with the internal mechan- 
ism of the other department, trust one 
another’s judgment and discuss these 
things in the open, the sooner some 
of these difficulties can be remedied.” 
Sister declared that just because the 
purchasing agent is accustomed to the 
bargaining table is no reason the 
medical technologist should be ex- 
cluded. Sister immediately added that 
the medical technologist should not 
have a monopoly on authority. She 
concluded by declaring that “we must 
merge our knowledge and _ experi- 
ence ... we must rise above all 
pettiness.” 

Edward Blaszczyk, purchasing agent, 
St. Mary of Nazareth Hospital, Chi- 
cago, Ill., speaking on “Efficient Lab 
Buying Demands Communication,” 
said, “No management worthy of the 
title ‘good’ can possibly exist if it is 
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not combined with good communica- 
tion.” He observed that the ability of 
an organization to pass its directives 
from the top down to the lowest eche- 
lon and from the bottom to the top 
again will be the yardstick by which its 
progress can be measured. “Poor man- 
agement is not necessarily cured by 
good communication,” he continued, 
“but even poor instructions to the em- 
ployes is better than no instruction.” 
He added that the less the amount of 
direction imparted by communication, 





the greater the movement in ever-in- 
creasing circles of confusion. 

Mr. Blaszczyk emphasized the im- 
portance of records of all types as the 
backbone of the hospital. He said 
that “statistics of records of consump- 
tion are invaluable. They give in- 
sight to the efficiency of the institu- 
tion in various areas.” He observed 
that figures can be compared to na- 
tional averages and areas of weakness 
can be brought into line with other 

(Continued on page 87) 





SISTER MEMBERS of the C.H.A. Pharmacy Committee are (I. to r.) seated, Sister Margaret 
Ann, S.C.N., Sister Mary Berenice, S.S.M., Sister M. Marian, S.C., Sister Mary Alberta, S.P.; 
standing, John T. James (C.H.A. Staff), Sister Mary Patrick of the Assumption, D.W., Sister 
Mary Kateri, R.S.M., Sister Mary Aurita, S.C.L., and Charles A. Walton (advisor). 
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HOSPITAL HISTORY 


The Hospitals of Rome in the 1830's 


6. The Hospital of St. Gallicano 


by REV. ALPHONSE M. SCHWITALLA, S.J., President Emeritus « Catholic Hospital Association 


THIS HOSPITAL, as it existed in 1830, traced its founda- 
tion back to Pope Benedict Xill 


Foundation (pope 1714-1730). Again, however, 
ei as in so many other instances, its 
rececessors = revious history may be referred 


back to an earlier date, to the time of Gregory VIII, who 
was elected pope and died in 1187, his pontificate being 
no longer than two months. The intervening five cen- 
turies between Gregory VIII and Benedict XIII shows 
much historical evidence of a continuity of purpose be- 
tween the original hospital and its successor; even though 
much of such evidence is today scarcely more than 
legendary. 

Morichini retells the original story briefly, as follows: 
Back in the 12th century a leprous French beggar estab- 
lished himself near one of the less important gates of 
Rome, the Porta Angelica (still used as a passageway at 
the northeastern end of the Bernini Colonnade). Over a 
period of years the beggar accumulated enough surplus to 
serve as a financial nucleus for a home for beggars afflicted, 
like himself, with leprosy. He called the refuge, the Home 
of St. Lazarus. As the story goes, succeeding popes and 
many cardinals kept interest alive in this leprosarium until 
five centuries later one of the Orsini Cardinals, Pietro 
Francesco, who as Cardinal had taken a keen interest in 
this hospital, became Pope Benedict XIII in 1724. He 
took immediate steps to guarantee the hospital's future. 
He appointed the major domo of the Vatican apartments 
as the Commendatore of the Isolation Section of the Hos- 
pital of the Holy Spirit. 

San Lazarus was evacuated and the patients were iso- 
lated in a special unit of the older hospital. At the same 
time the purpose of the isolation unit was enlarged and 
not only leprous patients but patients suffering from 
other kinds of cutaneous diseases were admitted, but 
under restrictions and conditions as seemed indicated. 
This was a most important step as will be explained 


below. Exact dates for these various changes are not 
readily available nor are records of administrative details. 
There can be little, if any doubt that the distance between 
the Hospitals di Santo Spiritu and di San Lazaro had much 
to do with necessitating changes. 

The problem that confronts the medical historian even 
now is that of establishing a continuity of concern for the 
leprous patient between the days of the 12th and those of 
the 17th century. That there was such continuity can 
scarcely be doubted, but equally undeterminable are the 
locale, extent and shifting focal point of such care. 

The policy adopted, with reference to distinguishing 
leprous patients from patients suffering from other cutane- 
ous diseases, becomes more definite with time. For many 
centuries almost any infective and persistent skin disease 
was designated as leprosy, especially, to mention only one, 
syphilis. In some localities in which adequate medical care 
was not available, many other skin diseases were also 
diagnosed as leprosy, pellagra for instance and elephanti- 
asis, scrofula and various skin ulcerations. Besides, symp- 
toms were often taken for leprosy, such as local paralyses, 
as well as local hyper- and hypo-aesthesias and many 
others. When, therefore, an effort was made to isolate pa- 
tients who were transferred from San Lazaro to Santo 
Spiritu the most forward looking knowledge available at 
the time was probably being used. This challenges the 
curiosity of the medical historian, but fortunately in this 
instance there are clues available that may lead to an ex- 
planation. 

Much must be omitted here for an adequate and even a 


; semi-complete story. During the 
Clement XI 


d pontificate of Clement XI (pope 
= 1700-1721) a priest, Emilio Lami, 
Lancisi 


the rector of the church of St. Gall 
(a church that has a most interesting archeological and 
devotional history), became a close friend, confidant and 
intimate of Doctor Giovanni Maria Lancisi. Together they 
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became interested in boys having leprosy-like ailments, 
especially skin diseases, and provided such boys shelter 
in a house which the priest and the physician had jointly 
acquired for this purpose. Among these boys many were 
thought to have leprosy. In the course of time several car- 
dinals made sizeable contributions so that an adequate 
leprosarium could be developed not only for males but 
later also for females. When Cardinal Vincenzo Maria Or- 
sini became Pope Benedict XIII, he completed the hospital 
which rapidly became the best leprosarium in Europe. 
The leper patients were transferred to it from the Hos- 
pital of the Holy Spirit. 

A word must be added here about Giovanni Maria 
Lancisi (1654-1720). He was one of the greatest physi- 
cians of the 18th century in Europe and achieved distinc- 
tion not only as a cardiologist, but also as an epidemiolo- 
gist and a medical writer of great distinction. In his 
study of heart diseases, he distinguished between heart 
dilatation and hypertrophy—a distinction which was ac- 
cepted immediately as basic in diagnosis—and developed 
concepts of immense value in other forms of heart dis- 
ease, especially in his studies of aneurysyms. He was an 
epidemiologist of note, achieving a great improvement in 
the public health measures adopted for Rome and other 
parts of Italy. He was physician to three popes, Innocent 
XI (pope 1676-1689), Innocent XII (pope 1691-1700), 
and, Clement XI (pope 1700-1721), a total period of 
43 years. He was noted also for his advocacy of the use 
of quinine in influenza and for therapy of malaria. The 
library of the hospital of the Holy Spirit is named in his 
honor and memory—the Bibliotheca Lancisiana and con- 
tinues until the present time as one of the most important 
medical libraries of Italy and of Europe, Lancisi may 
be pointed out as one of the most prominent of the phy- 
sicians who have achieved scientific and in particular med- 
ical, fame under the patronage of the medieval and post- 
medieval popes. One of Lancisi’s companions and suc- 
cessors, Giambattista Dani, achieved distinction built 
upon the foundations in Public Health, toward the middle 
of the 18th century and was closely connected with St. 
Gallicano Hospital. 


One opinion considers Gallicanus as a Roman Martyr in 

Egypt in the second half of the fourth 

Who century. He was alleged to have re- 

Pg Remade sided in Ostia, on the harbor of Rome 

. at the mouth of the Tiber and to have 

there founded a hospital or hospice. Later he is said to 

have lived among the earliest monks of the deserts of 

Egypt. There is good reason to accept the opinion, how- 

ever, that in this bit of legend Gallicanus is being con- 

fused with another great figure, Pammachius, a friend of 

Fabiola’s, who did found a great hospice at Ostia which 

achieved world renown in the earliest days of post-perse- 
cution Christianity. 


The hospital consisted of two long halls, one for men con- 
taining 100 beds in two rows of 50 

The beds each, the other for women con- 
eee taining 88 beds, also in two rows of 

g 44 beds each. Each of the halls had 

its own utility and service rooms. The two halls were sep- 
arated by the chapel which was really a sizeable church, 
with an entrance from the street. Each of the halls led into 
the chapel, providing easy access since the halls were one 
story high. The nave of the chapel and the long axis of 
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FATHER ALPHONSE M. SCHWITALLA, S.J., president emeritus of 
C.H.A. commemorated his 60th anniversary as a Jesuit on July 25th. 
Father was joined by many of his friends in the celebration of 
Holy Mass. 


the hospital halls were thus at right angles to one another. 
In the chapel there were altars on three sides, thus permit- 
ting all the patients to see and attend Mass from any of 
the beds. 

The ventilation and sanitation of the entire hospital 
areas were given the utmost study. The windows were at 
a level well above the beds and were provided with me- 
chanical devices to facilitate easy opening and closing. 
Ample sanitation was secured by a constant flow of water 
through the entire system. All this care in planning made 
this hospital “the last word” for its time. 

The charity for which this hospital became known 
and the services it rendered to the people of Rome at- 
tracted the interest, the admiration and the beneficence of 
the people and the clergy of Rome. Benedict XIV (pope 
1740-1758) built an addition, increasing the bed capacity 
by 30 beds. Leo XII (pope 1823-1829) added an amphi- 
theatre. Oiher donors added marble baths, an apothecary 
shop, laboratories of various kinds and developed the sur- 
gical department. Replacements of equipment were made 
frequently so that the appearance of the wards and cor- 
ridors was kept up to date and attractive. 

As far as administration is concerned, this hospital 
was conducted much as the other public hospitals of 
Rome were managed. Administration was entrusted to a 
committee of three persons, the chairman being, as in the 
case of the other hospitals, a competently prepared clergy- 
man and the other two members representing the medical 
staff and the public. The “hospital family,” all of whom 
resided in the hospital, numbered about 50. Inter-hospital 
relationships were actively promoted and encouraged. The 
professional nursing personnel, to which attention has 
been called, as nursing in the other hospitals, attended 
San Gallicano also. * 


59 








MENTAL HEALTH 


~ Religion and Psychiatry. 


HERE HAS BEEN A GROWING TREND in recent years 
a jroo professional people toward a clearer awareness 
that reality does not limit itself to the margins of that 
field which they have selected for intensive investigation. 
Perhaps the principal fruit of this insight, which marks 
true maturity of mind, is the wide use of the interdisci- 
plinary approach to problems formerly seen from but one 
point of view. 

Because of the bewildering complexity and richness 
of God's masterpiece, man, students of human nature 
have had to make extensive use of this multi-dimensional 
method. The resulting concepts, though much more diffi- 
cult to form and communicate, do fuller justice to their 
object. The way is thus opened to develop new skills in 
promoting human welfare, such as helping the individual 
to actualize hidden potentialities for personal growth, :or 
to correct errors in his patterns of living. 

It is rather commonly recognized now, that although 
religion and mental health regard the welfare of man 
from two distinctly different points of view, still they 
can be joined. The result is a more realistic “depth per- 
ception” which has given rise to such new disciplines as 
pastoral psychiatry and psychology and existential psy- 
cotherapy. 

This article will consider the concrete ways by 
which the mental hospital chaplain can promote the inte- 
gration of religion and mental health and how this will 
enhance his own effectiveness and that of others who 
work with him on the staff and in the community. 


The Chaplain’s Role in the Mental Hospital 


The hospital milieu is affected by the simple pres- 
ence on its staff of a full-time, trained chaplain. His 
presence sharpens the staff's awareness of religious values 
and thus affects their view of their work and their at- 
titudes toward the patients and fellow staff members. 

In a hospital which is organized to carry out training 
programs in its various departments, the chaplain has 
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(part one ) 


by REV. FINTAN McNAMEE, O.F.M. 
Chaplain, St. Louis State Hospital 
St. Louis, Mo. 


a more clearly specified role relating to the staff. As 
part of the teaching staff, he is expected to clarify the 
relationship between religion and psychiatry. The follow- 
ing approach has been helpful for student nurses, medi- 
cal students and psychiatric residents: It must be made 
clear that while religion and psychiatry are each con- 
cerned primarily with distinctly different aspects of man’s 
welfare, nevertheless, in secondary and incidental ways 
their interests overlap. This is the consensus of opinion 
which has developed from institutes and workshops 
wherein clergymen and psychiatrists met and discussed 
this matter. 

The differences between religion and psychiatry are 
easily seen when one compares their primary goals, levels 
of operation and means or resources, whereas their sim- 
ilarities are found by comparing the secondary or inter- 
mediate concerns of the Catholic religion, with the in- 
terests of psychiatry. 

The primary goal of religion is promoting the indi- 
vidual’s personal communion with God, whereas psychia- 
try seeks to help him achieve personal and social adjust- 
ment ¢o people. 

In the Catholic religion, the primary level of opera- 
tion is supernatural, which is to say, that the personal 
communion with God takes place in a way which man, 
by his natural powers, would be incapable of, if he were 
not elevated by the divine assistance of Grace, the theo- 
logical virtues of Faith, Hope and Charity. Holiness is 
the resulting inner state of the person which enables him 
to personally commune with God and participate in the 
life of the divine society of the Blessed Trinity, the 
Father, Son and Holy Spirit. 

Psychiatry is interested with man’s interpersonal re- 
lations on the natural level. The inner state which en- 
ables the individual to personally relate to others is men- 
tal health. This balance or integration of his powers of 
knowing, feeling, choosing and acting enables him to 
relate personally to others through believing their word, 
trusting in their promises and responding -to theig, wishes. 
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These are the natural virtues of faith, hope and charity. 
Psychiatry seeks to remove obstacles which impede their 
operation and to promote conditions which facilitate 
their function and thus enable the individual to partici- 
pate in the social life of others. 

Religion, in the pursuit of its principal goal, makes 
use of divinely ordained means and resources namely, the 
Seven Sacraments, Baptism, Confession, Holy Communion, 
Confirmation, Matrimony, Holy Orders and Extreme Unc- 
tion as well as prayer and good works. Through these 
several channels, God imparts Grace to the individual who 
sincerely seeks to relate to Him through Him. 

Psychiatry uses means “ordained” by medical usage, 
natural resources, that have been discovered through 
scientific investigation of human nature’s subtle ways. 
Psychotherapy and a wide variety of adjunctive therapies 
represent man’s effort, through natural means, to deal 
with the natural phenomena, mental illness and health, 
just as medical treatment is used for physical health. 

Granting the essential difference between religion 
and psychiatry, it is of great importance, especially to 
the hospital chaplain and staff, to understand the kind 
and extent of the ground they have in common. This 
can be done by examining in some detail the goals of 
psychiatry and then determining the connection these have 
to religion. 

In her book Neurosis and Human Growth, Karen 
Horney summarizes the goals of psychotherapy as follows: 

All such changes can be described as a gradual 
work of reality-testing and value-testing. Through these 
steps the pride system is increasing undermined. They 

are all necessary conditions for the re-orientation which 

is the aim of therapy. But so far they are all dis- 

illusioning processes. And they alone could not and 

would not have a thorough and lasting liberating 
effect (if any) if constructive moves did not set 

in simultaneously. 

It is at bottom this question: Does the patient 
want to keep whatever is left of the grandeur and 


ever way he is best able. This may concern the aware- 
ness of general issues in the group with which he is 
working. It may concern his place in the family, in the 
community or in a political situation. This step is 
important not only because it widens his personal 
horizon but because the finding or accepting of his 
place in the world gives him the inner certainty 
which comes from the feeling of belonging through 
active participation. 


C. Truhlar, S.J., in an article on “Human Nature 
and the Spiritual Life,” offers the view of some theologi- 
ans concerning the relationship between personality de- 
velopment and religious development. 


In summary, man’s natural powers have been 
raised to the life of grace but they in turn condition 
this life. If man is to receive, preserve and increase 
his supernatural life, he must use these powers well. 
If he neglects this task, he will not attain that degree 
of perfection otherwise in store for him. Natural 
powers are, after all, powers. Unless they are correctly 
developed and turned toward what is good, they will 
turn to what is evil. 


This opinion is corroborated by Jordan Auman, O.P. 
S.T.D., in a paper on “Sanctity and Neurosis:” 


Some theologians may be prone to underestimate 
the importance of the acquired virtues of the Chris- 
tian life, so preoccupied are they with the divine 
and supernatural element in the supernatural infused 
virtues. This is a distortion of the doctrine on the 
spiritual life. However great the degree of a soul’s 
grace and infused virtues at any given time, those 
great gifts may remain static and sterile’ if the indi- 
vidual does not cultivate the acquired virtues to such 
a degree that he can utilize the supernatural powers 
at his disposal. For grace works through nature, and 
the lack of the acquired virtues is one of the great 
obstacles to the full living of the Christian life. 
The acquired virtues should reach such a level of per- 
fection that they blend harmoniously with the in- 
fused virtues and thereby ensure the Christian of 
greater facility in supernatural operation and proxi- 
mately dispose him for the habitual workings of the 
gifts of the Holy Ghost in his soul. 


glamor of his illusions, his claims and his false pride, 
or can he accept himself as a human being with all 
the general limitations this implies and with his 


Finally, Gabriel of St. Mary Magdalen, O.C.D., points 
to the connection between human nature as studied by 
psychology and spiritual theology; 


special difficulties, but also with the possibility of his 
growth? There is, I gather, no more fundamental 
crossroad situation in our life than this one. 

Putting the work to be done in positive terms, 
it concerns all that is involved in self-realization. 
With regard to himself, it means striving toward a 
clearer and deeper experiencing of his feelings, wishes 
and beliefs; toward a greater ability to tap his re- 
sources and to use them for constructive ends; toward 
a clearer perception of his direction in life, with the 
assumption of responsibility for himself and his de- 
cisions. With regard to others it means his striving 
toward relating himself to others with his genuine 
feelings; toward respecting them as individuals in their 
own right and with their own peculiarities; toward 
developing a spirit of mutuality (instead of using 
them as a means to an end). With regard to work it 
means that the work itself will become more important 
to them than the satisfaction of his pride or vanity, 
and he will aim at realizing and developing his special 
gifts and at becoming more productive. 

While evolving in these ways, he also will sooner 
or later take a step that goes beyond his merely per- 
sonal interests. Outgrowing his neurotic egocentric- 


Dogmatic and moral theology treat of the na- 
ture and perfection of grace, but unlike spiritual theol- 
ogy they do not consider its progressive assimilation 
by a human subject. Dogmatic theology studies the 
essence of grace, the infused virtues, the gifts of the 
Holy Ghost, the states of life, etc. Spiritual theology 
studies the supernatural life in direct relation to a man 
who wishes to acquire it perfectly, and asks what human 
activity is most conducive to this end. 

In order to fulfill this aim, spiritual theology 
should, for the most part, make use of the dynamic 
theory of man, which is emphasized by modern 
psychology. 

We do not mean to reject the more static theory 
of traditional philosophy which presents man as a 
“microcosm” endowed with vegetative, sensitive and 
spiritual life, but rather to enrich it with the findings 
of experimental psychology. 

Modern psychologists have brought to light pro- 
found, often unconscious interactions of various human 
forces which must be taken into account in the study 
of human conduct. 


Religion and psychiatry are interested in man’s 





ity, he will become more aware of the broader issues 
involved in his particular life and in the world at 
large. From having been in his own mind the uniquely 
Significant exception, he will gradually experience 
himself as part of a bigger whole. And he will be 
willing and able to assume his share of responsibility 
in it: and. contribute to it constructively in what- 
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growth and development to a full and mature stature. 
Both are concerned with helping him achieve the capacity 
for assuming responsibility, as it refers to his own destiny 
as well as it involves concern over the welfare and 
destiny of others. 

Religion can profit by learning from psychiatry 
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and psychology the significance of those dynamics that 
go into inter-personal relationships. In psychotherapy, the 
doctor-patient relationship is one of the principle thera- 
peutic devices. They find in this relationship the principle 
means whereby inter-personal relationship patterns that 
were developed in earlier childhood, in the child’s rela- 
tionship with its parents or with other individuals, can 
be corrected and brought to a higher level of develop- 
ment. It is in this way that the individual can gradually 
become able to relate more effectively to others and his 
immediate surroundings. It would be of great value for 
the priest to understand also the dynamics of the pastor- 
parishioner relationship, from the natural standpoint of 
the dynamics involved, and how these could be put to 
better use for the spiritual and religious growth and 
development of his parishioners. 

Another important consideration that has been 
pointed out both by psychiatry and psychology is the 
period of development in early childhood, namely the 
patterns of parent-child relationship and its impact upon 
the developmental process in general, and especially upon 
the development of attitudes by the child toward parental 
authority, and how this lays foundations for later atti- 
tudes toward God, whom the parents represent. 

Theologians also have been finding much valuable 
information from psychiatry and psychology in the study 
of abnormal behavior and other disorders, such as, al- 
coholism, compulsions of various kinds and obsessions, 
which complicate the moral and religious life of the 
disturbed individual. 

Psychiatry and psychology complement theology (and 
its hand maid philosophy). Goals, values, norms are 
provided through revelation in theology and philosophy; 
whereas psychiatry and psychology emphasize the con- 
crete, natural means to achieve maturity and mental 
health, which enable the individual more effectively to 
pursue those goals and values and to follow those norms. 


Pastoral Counseling 


The previously mentioned principles are applied in 
the process of pastoral counseling. Pastoral counseling is 
one of the most important functions of the chaplain in 
the mental hospital, and teaching it to the trainees is 
one of the most important training activities. The basic 
principles of pastoral counseling which distinguish it 
from psychotherapy and from the traditional didactic 
methods will be described. 

Since the priest represents Christ -who is Priest, 
Prophet and King, his primary objective is to dispense 
Divine Grace through Christ's Sacraments and to teach 
his parishioners to follow Christ’s commandments and 
His laws. His role as pastor is seen as promoting in his 
people a positive personal relationship with God and 
fellowman by functioning as mediator between God and 
man, and teacher and administrator of divine law. 

An important, though secondary, objective which to 
some degree is implied in the primary goal is to assist the 
individual toward a correct dynamic orientation to an 
ontologically valid system of values as seen by the natural 
light of reason in philosophy and in divine revelation. 

It is not necessary to develop here the essential dis- 
tinction between the natural and supernatural levels of 
man’s spiritual life. It need only be recalled that in 
regard to man’s relationship to and communion with 
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the divine life of the Blessed Trinity, the primary resource 
is God’s own Divine Grace, which He is ready to give to 
that individual who sincerely seeks to relate to Him. In 
this relationship between the individual and God, the 
priest is the divinely appointed instrument and mediator, 
so that having validly performed the Sacrament, the re- 
sult necessarily follows, by reason of divine promise and 
concurrence, if the parishioner fulfills the condition of 
appropriate personal disposition of mind and will. 

In the consideration of the basic principles which 
apply to pastoral counseling, closer examination of the 
natural level of human life will be made, not with the 
view of considering it as completely separate and distinct 
in all ways from the supernatural but rather to see in 
what ways the natural may be brought into harmonious 
relationship with the supernatural. 


Theology and the Human Approach 


In pastoral counseling the priest's objective pertains 
more to the natural factors that make up human experi- 
ence, whether this pertains to the psychological dynamics 
of man’s relationship to fellowman or to those natural 
dispositions which are preparatory to one’s personal re- 
lationship with God. His skill and efforts are far more 
crucial here than when administering the Sacraments. 
Of course even here his role is secondary, because the 
individual parishioner himself is the primary agent in the 
solution of his personal problems. This fact should be 
clearly and repeatedly referred to throughout the period 
of counseling. Finally, actual grace always has a part to 
play, though its presence and operation cannot always be 
clearly discerned. What should be emphasized here is 
that there is an important part which the pastoral coun- 
selor can and should take. He can contribute unique help 
toward the solution of the problems of mentally and 
emotionally disturbed people. Though mental illness 
itself should be treated by the specialists already men- 
tioned, still the pastoral counselor may be necessary 
because of concurrent or interpenetrating religious or 
moral problems. 

In addition to the fact and importance of a special 
pastoral counseling approach, two general principles 
which are descriptive of it should be noted. First is the 
inspiration and example in the Son of God who became 
partaker of humanity, so that He could lead men to par- 
ticipate in His divinity. This point is to be emphasized 
because priests too have to be human in their approach 
to their parishioners. Many priests in the present-day 
American culture are aware of this and are therefore 
very approachable. On the other hand there are some who 
are not so approachable. They tend to hold themselves 
aloof and identify themselves more with the Divine, than 
with the human in Christ. The divine plan, inherent in 
the incarnation, lays a large emphasis on the human ap- 
proach. \t is not a virtue, but a schizoid trait for priests 
to avoid recognizing and accepting their human nature 
which provides them with a common denominator link- 
ing them with each member of the human race. 

The second principle is one for which philosophical 
and theological training provides important insight and 
appreciation. That is the reflective-rational, free center 
of each individual which gives him a value in his own 
right in the natural order, placing him at the top of its 
ontological hierachy of values. Revelation and the teach- 
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ing Church point out that it is this same feature of 
the human nature (the rational-free person) which con- 
stitutes man as a living image of God and, when elevated 
by grace, enables him to become a partaker of His divine 
life. 

Priests, therefore, are especially prepared to develop, 
firmly maintain and manifest a positive valuative attitude 
toward every parishioner regardless of his circumstances, 
be they of the social, economic, mental or moral order. 
Sincere esteem and respect of the person of the parishioner 
will quite spontaneously emerge and show itself as a 
result of a lively awareness of these facts. Here again 
Christ—‘“who first loved us’—sets the example. It is this 
Christian love which helps the individual develop a 
realistic and healthy self-esteem and confidence without 
which he cannot persevere in the arduous project of per- 
sonal growth. 

The foregoing emphasis on the person of the indi- 
vidual has prepared the way to describe more precisely 
the point of focus in pastoral counseling. An existentialist 
flavor in the three principles which follow may be de- 
tected. First, the priest is to focus upon the person, rather 
than on the patient; second, his approach is characterized 
by its orientation to ultimate values which give transcen- 
dent meanings to the indvidual and to his circumstances 
of life, and third, the dynamic roots of human motivation 
are to be found in experience, rather than in abstract 
concepts. 

Although emphasis has already been made concern- 
ing the central significance of the person, still greater 
importance is to be accorded from the dynamic standpoint 
to the person-to-person relationship. Common sense, 
philosophy and divine revelation give assurance that man’s 
positive personal relationship with his fellowman, is sec- 
ond only to his personal communication with God him- 
self. It is, in fact, this bond which, by divine revelation, 
decree and promise prepares man for his personal rela- 
tionship with God. 


Natural Virtues and the Person 


Theology develops extensively the first principles of 
the true person-to-person relationship between man and 
God, by showing the function of and relationship between 
the theological virtues of Faith, Hope and Charity. Now 
on the natural level, these same kinds of virtues must be 
applied to understand the most important factors in man’s 
relation to fellowman. Only to the extent that these 
principles operate in the interpersonal relationship is the 
rational free center, the person, cultivated to its fullest 
developmental potential. All three, Faith, Hope and 
Charity, originate from each person's rational freedom 
and, in turn, relate to this capacity in the other, while at 
the same time safeguarding and promoting its full func- 
tion. The pastoral counselor should aim at applying and 
achieving this form of relationship. 

This focus on the person is the principle feature of 
pastoral counseling and causes it to stand in considerable 
contrast to other professional approaches to the individual 
in trouble. Others, very appropriately, are oriented to 
the immediately practical, such as the nature and cause 
and suitable cure of the illness itself, hence they must 
focus primarily upon the disease. The patient will often 
remark to the chaplain that when the doctor or psycholo- 
gist or social worker approaches him, he feels like an 
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object or specimen being studied and analyzed. However, 
these people, too, are mindful of the person of the 
patient with whom they deal. In fact, in some measure 
they relate to them personally. Nevertheless, this is and 
always remains secondary, while the primary objective 
and raison d’etre of these professions is the practical 
concern over the person’s illness and its cure, not the per- 
sonal relationship as such. It should be observed, before 
leaving this point, that it is much easier to verbally de- 
scribe and mentally grasp it, than to carry it out. Nothing 
can replace extensive guided experience and training with 
the mentally ill. This alone will enable the pastoral coun- 
selor to learn to reach behind the illness and deal with 
the person hidden there. 

The latter point leads to another, pertaining to the 
interpersonal relationship. True personal communion 
with another implies two way communication, a dialogue. 
Priests fall short in one aspect of the dialogue—that of 
listening. Too often, far too often, they scarcely hear 
what is really communicated. Even the words and their 
face value are missed, and all the more so, the subtler 
meanings carried by pauses, tone of voice, facial and 
bodily gesture. Still, they can only really respond to the 
parishioner after they have heard him. Much so-called 
counseling is but the empty monologue of a counselor. 


Attitude of Acceptance 


Still another important principle to be carefully ob- 
served in pastoral counseling, which relates to a true re- 
spect for the person of the other, is that of refraining 
from judging him. The exhortation of scripture “judge 
not” applies to priests as to all the rest of the human 
race. In the last analysis the only ones in a position 
to judge true moral guilt are the individual himself and 
God. For even in confession it is the penitent who judges 
himself and accuses himself to the priest. Of course, the 
priest judges another’s external actions, or reported in- 
ternal acts, and their relationship to objective moral norms. 
This is not only possible, but necessary; yet it is a far 
cry from judging persons and personal real guilt inde- 
pendently of their judgment of themselves. It is seldom 
of any real value to judge the parishioner’s conduct even 
when kept within the proper limits. The trouble is 
caused not by lack of verbal knowledge of the moral code, 
but by emotional distortion of it. 

The principle of not judging is used in psychother- 
apy too and is called the attitude of acceptance. It is 
not at all a new principle, but still very frequently over- 
looked. A special difficulty often arises here, because it 
is not rare for people who are emotionally disturbed to 
be too severe in judging themselves. They also, unfortu- 
nately, have a knack of getting others to think in the same 
derogatory manner about them. One of the pastoral 
counselor's important tasks is to help such people toward 
a sincere and realistic sense of self-esteem and personal 
worth. The lack of this latter is far more often the cause 
of mental illness and even sin, than its opposite. 

The second basic principle, mentioned in the be- 
ginning, characterized the pastoral counseling approach 
as oriented to ultimate values which give transcendent 
meaning to the individual and his circumstances of life. 
Part of this principle is familiar, i.e., that the person is 
to be seen not only as a living image of the living God 

(Continued on page 94) 
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PATIENTS’ ROOM 











A HOLY CROSS HOSPITAL in San Fernando, Calif., 
communications and supply distribution systems are 
an integral part of the over-all planning. As a result, sup- 
plies and information will move quickly through the hos- 
pital and be available when and where needed, relieving 
nurses and other professional personnel from collection 
and /or distribution duties and enabling them to spend as 
much time as possible performing their primary function 
—providing the best possible care for patients. 

Since in the average hospital 50 per cent of the 
nurses’ time is spent gathering supplies in order to render 
patient care, the objective in planning the Holy Cross Hos- 
pital was to place at the disposal of the medical and hos- 
pital staff the supplies needed, without loss of time or 
steps, in order to allow the optimum use of professional 
abilities in rendering patient care. 

In order to do this, it was necessary to take full ad- 
vantage of modern supply and communications systems 
available in industry, adapt them to the demands of the 
hospital and co6rdinate them in an efficient manner in 





* Mr. Friesen is president of Gordon A. Friesen Associates, 
Hospital Consultants, Washington, D.C. 
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Integrated Communication 


Through Construction 


Innovations in Supply Distribution and 
Coordinated Automation Planned 
For New 250-Bed Hospital 


by GORDON A. FRIESEN, F.A.C.H.A.* 


order that time ordinarily spent obtaining supplies could 
be better utilized at the patient’s bedside. 

The planning team! realized that in most hospitals 
there are many sources of supplies which are apt to be 
located in widely separate parts of the building. Tradi- 
tionally, the nurse has had to requisition and collect sup- 
plies from “central” sterile supply, “central” store rooms 
and “central” linen rooms, which have no relationship one 
to the other and function as independent units rather than 
as codrdinated services. This wasted time spent in “tool- 
ing up” can be saved and redirected to the patient by the 
utilization of the concept of one source of supply for all 
articles, whether they be sterile trays, linen, paper towels 
or oxygen tents. 

At the Holy Cross Hospital, which is scheduled for 
completion in early 1961, a supply distribution system has 


1. The planning team was comprised of Sisters of the Holy 
Cross, Notre Dame, Ind.; Sister Olivia Marie, M.H.A., adminis- 
trator of the hospital; Gene Verge and R. N. Clatworthy, Archi- 
tects and Associates, Los Angeles; John Reardon, electrical en- 
gineer, Los Angeles, and Gordon A. Friesen Associates, Hospital 
Consultants, Washington, D.C. 
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been developed which will permit necessary supplies to 
be readily available at the point of need, for example, in 
surgery or in the patient’s room. This is done through 
the establishment of the receiving and dispatch center 
concept which has been instituted at the 10 United Mine 
Workers Hospitals in Kentucky, Virginia and West Vir- 
ginia, Wadley Hospital in Texarkana, Tex., and the Ber- 
wick Hospital in Berwick, Pa., but with some significant 
innovations. 

Coérdinated planning of all facilities which have 
supply functions was required in order to accomplish the 
goals the planning team had chosen for Holy Cross. All 
sources of supply, including the laundry, sterile supply, 
store rooms, pharmacy, etc., are logically grouped around 
the master dispatch center on the ground floor of the hos- 
pital. From this dispatch center supplies are sent via an 
automatic ejector vertical conveyor system to supply cores 
on each of the patient floors. From the floor supply core 
materials are distributed by cart to the individual patient’s 
room. The result will be that the nurse will have a com- 
plete complement of supplies available not only on the 
floor, but in each patient’s room according to his spe- 
cific needs. This will allow the nurse to spend her time 
to better advantage. 

The automatic ejector system which carries fresh 
supplies from the master dispatch center to the various 
supply cores is similar to the vertical conveyor systems 
used in industry. Tray conveyors carry supplies to the 
desired floor where the ejector—with the capacity of 
eight trays per minute—unloads the trays automatically. 
With this device there is no need for nurses or other 
attendants to be available at the time of delivery. 
Whereas the conventional dumbwaiter requires two peo- 
ple to operate it properly, the automatic “trayveyor” re- 
quires only one—the dispatcher. Because the automatic 
ejection of supplies in any sequence at any desired floor 
is a continuing process, it is not necessary for a second 
person to unload the cab on arrival as is required by a 
dumbwaiter. In Holy Cross Hospital two separate vertical 


conveyors are provided, one for taking clean supplies 
only up to the floor, and the second for returning soiled 
items to a decontamination center for eventual reprocess- 
ing in a true central sterile area. An automatic conveyor 
for food from the kitchen is also located in the supply 
core. 

After reprocessing and/or pre-packaging of all sup- 
plies, they are sent to the processed storage area of the 
master dispatch center for eventual distribution to the 
floor. The complement system of supplies which is based 
upon the diagnosis of the individual patient is used in 
order to assure the nurse that she has what is needed, 
when she needs it in the patient's room. This is determined 
for each 24-hour period. Between 10 p.m. and 7 a.m., 
for example, the 24-hour complement of supplies is con- 
veyed to the supply core on the floor. From there, they 
are placed on flexible carts for delivery to the patients’ 
rooms and stored in a special cabinet. This special cab- 
inet, called a “nurserver” is actually a combination of two 
distinct double door units—one for clean supplies and 
the other for used items, which is located within the serv- 
ice area of each room. In addition, the service area con- 
tains a combination vanity and wash basin, a toilet and 
a shower. 

The “nurseserver” permits an attendant to provide 
a complement of supplies for each patient and/or to re- 
move soiled items without entering the room. This is 
an adaptation of the “servidor” type of door-cabinet used 
in a large hotel chain. Upon entering the service area of 
the room the nurse may open the clean side of the divided 
cabinet and remove the pre-packaged supples she might 
require to be of service to the patient. After completion 
of a nursing procedure, she places the used material in 
the cabinet which temporarily stores soiled items only. In 
order to protect patients against hazards of cross-infection, 
all soiled material will be regarded as contaminated and 
will be placed in disposable plastic bags which can be 
sealed and later opened in the decontamination area. The 
nurse can then proceed to the next room without returning 





HOLY CROSS HOSPITAL 
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AUDIO VISUAL In-Out Registers located at key entrances of the 
hospital enable doctors to register “in” or “out” by pressing their 
respective code numbers. Read-out lamp at top of unit enables 
doctors to make sure they have registered correctly. Two-way voice 
communication station built into register panel makes it possible 
for doctors to converse with Message Center. 


to the traditional “utility room” which is recognized as 
one of the most time-consuming chores a nurse must re- 
peat constantly in the average hospital. 

Periodically, soiled materials are picked up from the 
corridor side of the “nurserver” and returned to a soiled 
holding area on the floor. From this point, reusable items 
are returned by the descending conveyor used only for 
soiled items to a central decontamination area for re- 
processing. In addition, the soiled holding area contains a 
trash chute, a linen chute that terminates in the soiled 
linen room in the laundry, and another independent con- 
veyor which returns dishes directly to the central dish 
washing room which is adjacent to the kitchen. 

To coérdinate the comprehensive supply and dis- 
tribution system at Holy Cross Hospital—and to take 
care of any emergencies—a specialized two-way voice 
communication system will be installed. Communication 
stations in each of the service areas will enable the nurse 
to call and converse with the supply core of the floor, the 
nurses’ station or the master dispatcher. Suppose, for ex- 
ample, that the nurse finds that she needs an additional 
sterile tray for a particular patient; she may then go to 
the service area within the room and initiate a call to the 
floor supply core. After the nurse has spoken with the 
supply core, she may continue to care for her patient. In 
the meantime, the supply core attendant will fill her emer- 
gency order from the floor supply or use the communica- 
tion system to ask the master dispatch center to send up 
whatever is needed. During the night, when the supply 
core is not staffed, the nurse can speak directly to the 
master dispatch center which is attended 24 hours a day. 

Although all supplies such as clean linen, sterile and 
other pre-packaged trays, etc., are routinely delivered to 
the processed stores areas of the master dispatch center 
for distribution, the communication system may be used 
in emergencies to converse with any supply areas such as 
laundry, central sterile supply, bulk stores, etc., in order 
to obtain materials requested by the supply cores on the 
various floors. 

This special nurse-communication unit does not re- 


place, but rather augments the patient call system which 
is generally found in most recently constructed hospitals, 
This could include an underpillow speaker with remote 
controls of radio and television speakers. A privacy button 
is provided in the bedside unit for confidential conversa- 
tions such as a confession or a family discussion. 

The comprehensive patient call and nurses supply 
call system will free nurses from hundreds of unnecessary 
trips every day. In a traditional hospital, statistical analy- 
sis of patient calls revealed that 58 per cent of the calls 
require that articles be brought to the patient. With this 
codrdinated supply system in operation, most of the pa- 
tient’s needs are determined in advance and by maintain- 
ing a complement of supplies in‘ the “nurserver” cabinet, 
the nurse does not continually have to make out “stat” 
requisitions and go to various departments to collect the 
requested items. By having supplies on hand for the nurse 
or delivered to her in the patient’s room, it is possible for 
the entire daily operation of the nursing floor to become 
more professionally organized and directed toward total 
patient care. 

Another feature of the communication system is a 
push-button, audio-visual, in-out register which will en- 
able the switchboard operator and other personnel to 
know instantly whether or not a doctor is in the hospital. 
The switchboard operator or nurse on the floor presses 
three numbered buttons, corresponding to the doctor's 
three-digit code number, on the small in-out register on 
her desk. A lighted panel on the unit will tell her in- 
stantly whether or not the doctor is registered in the hos- 
pital. If he is not, she may record a message for him with 
the mechanical memory device to contact the operator. 

Registers will be located at all entrances to the hos- 
pital. When the doctor enters, he stops at the register, 
presses his code number and glances at the “read-out” 
window to make sure that he has depressed the correct se- 
quence of digits. Then he presses the “in-button” to sig- 
nal his arrival. If there is a message waiting for the doc- 
tor at the switchboard, the “page” lamp on the entrance 
register will flash on and off. Seeing this signal, the doctor 
uses the two-way voice communication station built into 
the entrance register to call the switchboard operator who 
gives him the message. To register “out,” the doctor 
merely presses his code number and then depresses the 
“out” button. 

The audio-visual, in-out register system being in- 
stalled at Holy Cross Hospital will accommodate 200 
names. However, the system is designed to permit easy 
and economical expansion up to 1,000 names by add- 
ing relay panels at the central memory device. The sys- 
tem will provide instant registration at many locations in 
the hospital and will require much less wire and cable than 
is needed for old-fashioned systems using illuminated 
name tabs. 

The same coérdinated supply and communication 
system is basic to the functional operation of other de- 
partments such as laboratory, radiology and surgery. As 
a logical result of this philosophy of planning which 
places the exact supplies required at the point of need 
of the medical and hospital staff, and with the support of 
modern communications, the professional abilities will be 
better utilized and the cost of operating the hospital will 
be substantially reduced. Yet, with all these innovations, 
Holy Cross Hospital is costing no more to build than a 
traditional structure. * 
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Graduate Nurses 


by RITA P. KELLEHER* 


Fourth in a series of 


five presentations 


made at the C.C.S.N. Conference 


HE RECENT PUBLICATION of the National League for 

Nursing, Department of Baccalaureate and Higher 
Degree Programs, entitled “Characteristics of Baccalau- 
reate Education in Nursing,” states: 

“Since many registered nurses, previously graduated from 

diploma or associate degree programs in nursing, seek op- 

portunities to add to their preparation and to qualify for a 

baccalaureate degree in nursing, satisfactory provisions to 

serve this need and purpose are very important.” 

There was a time when nursing educators spoke of 
this program for graduate nurses as an interim one: a 
temporary type of program that would go out of existence 
when the basic professional programs increased in number. 
This may eventually come to be, but at present these 
programs play an important role in the professional prep- 
aration of the graduate nurse. Statistics from Nursing 
Resources, a progress report issued by the United States 
Department of Health, Education, and Welfare for the 
year 1957, show that 83 per cent of the nurses graduating 
in that year were from diploma programs; one per cent 
from colleges granting associate degrees, and the remain- 
ing 16 per cent from the basic professional programs. 

Nurse educators have a serious responsibility to make 
these programs educationally sound because (1) a large 
number of future teachers and administrators will eventu- 
ally come from this group, and (2) they should have a 
serious concern for the improvement of the practice of 
nursing. 

Charlotte Towle, in her book, The Learner in Educa- 
tion for the Professions, states: 

“It is to be remembered that a profession’s leaders cannot 

advance beyond the level of its common practice. The edu- 

cational process is aimed at developing leaders for tomor- 
row’s practice, through producing practitioners of high cali- 
ber to provide and sustain that leadership.” 

And, to quote again from “Characteristics of Bac- 
calaureate Education in Nursing”: 

“If the degree earned by these nurses is to have validity 
for them and their employers as truly representing bacca- 
laureate education for the profession, it must have equal 
value and significance with the same degree earned by 
graduates of a complete generic baccalaureate program in 
nursing.” 

If one were to interpret this last statement to mean 
that the two programs were. exactly alike, there would be 
no need for this paper. The two programs, although alike 
in respect to over-all objectives, do have fundamental dif- 
ferences and this fact sometimes makes the planning and 
administering of the programs difficult. Some of these 
differences are: (1) differences in students that enroll 
in the two programs; (2) differences in background and 
previous experience which they bring to a program; (3) 
difference in admission, placement, and graduation re- 
quirements; (4) differences in purposes of the programs. 
It is to these differences and their implications for uni- 
versity procedure that this paper is addressed. 


Differences in Students 


The following statements, while not intended to be 
applied universally, describe the usual applicant to the 
general nufsing program. They have been derived from the 
experience of administrators and instructors working with 
the students in the general nursing program. 

(a) The usual graduate nurse in the general nursing pro- 


*Dean, Boston College School of Nursing, Boston, Massa- 
chusetts. Presented during the Conference on College Programs 
in Nursing, St. Louis, Mo., Nov. 12-14, 1959. 
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gram is ambitious, hard-working, serious, and well-disci- 
plined in her demeanor, but she does not have mental 
flexibility, and she is tied to her former mentors through 
whom her thinking has been derived. 

(b) There is a difference in motivation. The student 
in the basic professional program is primarily interested in 
being a good nurse; the graduate nurse is more often in- 
terested in maintaining a position, or obtaining a better 
position or an increase in salary. 

(c) Some graduate nurses are obtaining their professional 
education on a part-time basis: night classes combined with 
full or part-time employment, or short periods of study 
interspersed with periods of work. 

(d) Because the new learning in the program involves a 
transfer of loyalties, the graduate nurse student may be 
sensitive, anxious, and even resistant. She has difficulty 
in accepting new concepts intellectually and in putting 
them into practice. 

(e) Many graduate nurses cannot think for themselves with- 
out direction; they are submissive to and dependent upon 
authority. 

(f) Many still think of nursing as limited to the technical 
skills needed to give direct physical care to patients. 

(g) The student herself may know very little about the 
philosophy and purposes of professional nursing education 
or even the role of the professional nurse, and she is not 
aware of her own limitations or deficiencies. A good illus- 
tration of this statement is contained in actual remarks and 
questions made at the time of registration by applicants 
to the general nursing program: 

"IT don’t care what I take as long as it isn’t nursing.” 

“Why do I have to have Public Health Nursing? I never 
intend to go into that field.” 

“The one thing I do know is nursing.” 

“The one thing I don’t need is more bedside nursing in 
a hospital.” 

“I want to take a course that is given at 4:30 on Monday.” 
“Who dreamed up this General Nursing anyhow?” 

“Does she (the instructor) know we have worked all day?” 


Differences in Background 
And Previous Experience 


The applicants seeking admission to the general 
nursing program have been graduated from a variety of 
nursing programs and have a diversity of backgrounds. 
These differences occur in nursing school preparation 
where there are extreme variations in length, content, 
quality of clinical instruction and practice. Some of the 
programs have National League accreditation, others do 
not. The nursing program may have been affiliated with 
a college or a university where collegiate credit has been 
granted for some courses. The applicant may have been 
graduated from a school where there was a well-prepared 
faculty and where modern educational methodology was 
used. Her nursing experience may or may not have in- 
cluded psychiatry. She may be a recent graduate, or many 
years may have elapsed since her graduation. She may or 
may not have had work experience as a staff nurse, ex- 
perience in public health nursing, or experience in lead- 
ership positions as head nursing, supervision or teaching. 
Some of the applicants may be graduates of associate 
degree programs. 


Admission, Placement 
And Graduation Requirements 


Policies governing the admission of students in the 
general nursing program should be similar to those of the 
basic professional program and those of the college or 
university. Each applicant should be considered indi- 
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M@ THE GENERAL NURSING program leading to a Bache- 
lor of Science degree has breadth of preparation for 
professional nursing as its major purpose, and it should 
also heighten the student’s general knowledge of the 
arts, the social sciences and the humanities. The pro- 
gram should provide a broader approach to the role 
of the nurse in modern society and to the social and 
health aspects of nursing as they affect individuals, 
families and communities. The program should be 
planned to assist the student to gain a wider breadth 
of experience in professional nursing practice and to 
help her become increasingly skillful in identifying 
and solving nursing problems. It should be a program 
that will enable her to gain the understanding and 
skills needed to plan, give and evaluate nursing care 
to individuals in the hospitals, homes and community 
health agencies. It should prepare her for the role of 
team leader and give her beginning competencies for 
head nursing; and last—it should lay the foundation 
for graduate study in nursing. 


vidually and all adjustments of programs should be based 
on individual preparation. 

Admission should be based on (1) general excel- 
lence of the high school scholastic record; (2) the results 
of scholastic aptitude tests to determine ability to do 
college work; (3) the general excellence of nursing school 
records; (4) the results of the standardized tests in nurs- 
ing and related sciences, and (5) letters of recommenda- 
tion and the personal interview. 

Students in the general nursing program are usually 
admitted to the college as transfer students either as sopho- 
mores or as juniors, This, again, is different from the basic 
professional program where the students are admitted 
as freshmen and expect to spend four years at the college. 

Admission of students to the general nursing pro- 
gram involves the problem of placement and consideration 
must be given to the allocation of credits for the nursing 
courses in the diploma program. Because these students 
are admitted as transfer students with advanced standing, 
credits assigned for this education must be carefully evalu- 
ated. A serious problem involved is the justification for 
allowance of advanced standing for work completed in 
a non-collegiate institution. As this involves the pro- 
cedures of administration on the college or university 
level, the first concern is to determine how much credit 
should be given and, secondly, in what areas it should be 
given. The total hours of instruction and laboratory prac- 
tice in the areas of the physical and biological sciences 
and the social sciences can be obtained from the nursing 
school records. These hours can then be evaluated into 
collegiate credit, using a standardized procedure for ob- 
taining credit hours. 

On the assumption that the product of the general 
nursing program will be equivalent in professional nurs- 
ing competency to the graduate of the basic professional 
program, scores obtained by basic professional graduates 
in the graduate nurse qualifying examination could be 
used to set standards for graduate nurses entering the 
general nursing program. 

If a student's nursing school record indicates that she 
has a deficiency in a clinical area, this deficiency should 
not be made up in theory only, but by an educationally 
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directed field experience. For example, if a student has 
not had psychiatric nursing experience in her basic prep- 
aration, provision must be made for this student to actually 
interact with patients in a psychiatric setting. If a student 
has completed courses in an accredited college, transfer 
credit should be granted for those courses which are 
recent, which follow the accepted sequence, and which are 
evaluated as comparable in level and content to courses 
required in the program of study. 

University graduation requirements regarding the 
major and university policies regarding what constitutes 
the major should be kept in mind when allocating trans- 
30 credit hours in their major area of concentration, of 
which 18 hours must be in their specific major field. In 
general nursing programs, the major should be in Nurs- 
ing and these courses should be taken largely at the upper 
division level. Upper division courses are usually taken 
in the junior and senior years. Lower division courses 
should precede upper division courses, and lower division 
courses and introductory courses are not usually counted 
towards the major. This fact poses a problem for colleges 
that give blanket credit of 50 or 60 hours toward a nurs- 
ing degree for work completed in the nursitig school be- 
cause provision cannot be made for upper division courses 
in the major field—Nursing. A program of general edu- 
cation superimposed on previously acquired nursing prep- 
aration does not constitute sound educational preparation 
for professional nursing. 

The orientation of students admitted to the general 
nursing program should begin at the time of interview, 
before the students enter the college. The catalog or 
school bulletin should contain a clear statement of purpose 
of the program, the amount of advanced credit that the 
student can expect, the length of the course, the resi- 
dency requirements, and the requirements for field ex- 
perience in Public Health Nursing and Clinical Nursing. 

Policies regarding requirements for matriculation, 
promotion and graduation should be in writing and should 
be discussed with students at the time of registration and 
in the planned orientation to the college. 

A chart which can be used to evaluate a student's 
nursing school record and which can be used also ag a 
guide in planning a student's program appears in Figure 
1. In planning the program, there shouid be a balance 
between education in the arts and sciences and education 
in the professional nursing, and provision should be made 
for electives in the arts and science courses. 


Purposes of the Program 


The general nursing program leading to a Bachelor 
of Science degree has breadth of preparation for pro- 
fessional nursing as its major purpose, and it should also 
heighten the student’s general knowledge of the arts, the 
social sciences and the humanities. The program should 
provide a broader approach to the role of the nurse in 
modern society and to the social and health aspects of 
nursing as they affect individuals, families and communi- 
ties. The program should be planned to assist the student 
to gain a wider breadth of experience in professional 
nursing practice and to help her become increasingly 
skillful in identifying and solving nursing problems. It 
should be a program that will enable her to gain the un- 
derstanding and skills needed to plan, give and evaluate 
nursing care to individuals in the hospitals, homes and 
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community health agencies. It should prepare her for the 
role of team leader and give her beginning competencies 
for head nursing; and last—it should lay the foundation 
for graduate study in nursing. 

Detailed discussion of the curriculum of the general 
nursing program that should be planned to achieve the 
purpose as stated is not appropriate here. Referring back 
to the initial statements made about the general character- 
istics of students admitted to these programs, it may be 
helpful, however, to suggest ways to bring about changes 
in the thinking, values, attitudes and capabilities of these 
students, and to proffer learning experiences that could be 
planned to offset the narrowing influence of too much 
technical training. f 

First is the inclusion in the program of (1) courses 
that will orient students to the place of nursing in modern 
society and the role of the professional nurse; (2) courses 
that consider the meaning of health, illness, and disability 
to patients, families, and communities; (3) courses that 
are concerned with foundations of human behavior and 
the understanding of people; (4) courses that consider the 
physical, emotional, mental, social, and spiritual needs of 
persons when they become ill; (5) courses that have to 
do with communications in written and spoken form; (6) 
courses that deal with team work and team leadership; 
(7) courses that help the student understand the teach- 
ing-learning process; (8) courses that give an under- 
standing of the administrative process. 

The intellectual content of these courses should be 
such that they would leave no question as to their classi- 
fication as senior college subjects. 

The second method of bringing about desired change 
involves methods used. Skillful teaching and appropriate 
educational methodology and pedagogical devices will 
help free the student to think independently and guide her 
toward emotional maturity. Assignments should be se- 
lected that will help the student acquire skill in problem 
solving, in making decisions, in working independently, 
in seeing relationships, and in thinking creatively. 

There are two important learning experiences that 
are problematic enough to warrant a brief consideration, 
They are field experience in public health nursing and in 
general nursing. 

The 1952 Work Conference on graduate nurse edu- 
cation recommended that all students should be required 
to have some practice under university auspices to dem- 
onstrate the degree of competence achieved in the major 
field—Nursing. This experience, however, should not be 
conceived as merely a testing device but as an integral 
part of the program, with planned instruction and guided 
concurrent clinical experience. 

In the course, consideration should be given to the 
changing concepts of the role of the nurse, the meaning 
of personalized patient care, health teaching and health 
supervision, rehabilitation, and managerial functions in 
nursing. This experience should be long enough for the 
student to develop the desired competencies and to give 
her an opportunity to perfect her skill in recognizing and 
solving nursing problems. It should provide an oppor- 
tunity for her to apply her new knowledge, understand- 
ing, and appreciation as she plans, gives, and evaluates 
patient care. This course, like all the other courses in 
the program, should be planned on an academic term basis 
with credit assigned for the clinical practice. Faculty mem- 
bers from the college should be responsible for instruc- 
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tion, supervision and guidance of students during this 
experience. 

The multi-discipline approach should be used in 
teaching public health nursing. Justification for consider- 
ing this a senior nursing experience could be based on the 
inclusion in the program of the following: Biostatistics, 
Epidemiology, Human Ecology, Environmental Sanitation, 
Principles of Public Health Practice, Cultural Anthro- 
pology, Community Organization, Public Health Nutri- 
tion, Health Education, Public Health Legislation. 

The supervision and guidance of the student is the 
responsibility of the public health faculty member in the 
university. She should coéperate with agency personnel 
in selecting and guiding learning experiences. Whenever 
it is feasible, the university faculty member should par- 
ticipate in the direct instruction and supervision of the 
student in the agency. 

An important step in program planning is evalua- 
tion i.e., comparing results with objectives. Has the pro- 
gram as planned brought about the desired effects and 
does the student have the ability to practice the type of 
behavior implied in the objectives? Has she mastered the 
tools of her profession? 

The majority of these programs have not been in 
operation long enough to permit a valid follow-up of the 
graduate. However, the degree of competence achieved 
by the student can be evaluated by observing her in the 
nursing situation. This evaluation should be based on: 

1. Her ability to plan, give, and evaluate family-centered 


nursing care. 
2. Her ability to apply scientific principles to the solution 


of nursing problems. 

3. Her ability to think critically and analytically. 

4. Her ability to establish and maintain purposeful work- 

ing relationships. 

5. Her ability to communicate effectively. 

6. Her ability to evaluate her own personal growth. 

An attempt has been made in this paper, to identify 
some of the major areas of differences in the two pro- 
grams—the basic professional and the general nursing 
program for graduate nurses—and to indicate how these 
differences have implication for the admission, place- 
ment and graduation of the applicants, and for program 
planning. 

Some consideration has been given to nursing as a 
senior college major. Even at the risk of repetition, the 
author would like to stress once more that (1) the de- 
gree-granting institution should assume the educational 
and financial responsibility for the nursing major, and 
(2) the policies, standards, and procedures of the school 
of nursing should be consistent with those of the uni- 
versity granting the degree. 

This paper has certain implications for change and 
there are, of course, difficulties when we try to bring about 
change. However, the values resulting from a change in 
the educational preparation of the graduate nurse far out- 
weigh the difficulties, values that affect not only the stu- 
dent herself but the patients, families, and communities 
that she serves. 

It seems appropriate to conclude this paper with a 
quotation from a talk given by Charles F. Kettering of 
General Motors: 


“There are no places where anyone can sit down and rest in 
an industrial situation. It is a question of change, change, 
change, all the time—and it is always going to be that 
way. It must always be that way for the world only goes 
along one road, the road to progress.” 


AUGUST, 1960 








Figure 1. Guide in Planning Student's Program 





Ad- 
vanced 
Credit 
Univ. Col- Total 
Req. a oe lege Req. 

° 


COURSES Nursing 








English 9 9 
*Composition (3) 
*Rhetoric (3) 

Literature 
Poetry 
Criticism 

Social Sciences 14 4 18 
*History (6) 
*Sociology (3) 
*Interpers. Rel. (2) 

Economics 
Government 
Anthropology 
Marriage & Family 
General Psych. 
*Growth & Devel. (2) 


Biological & Physical 6 10 16 
Physiolog 
Nuriisioey 
Physics 
Chemistry 
Genetics 
Embryology 
Endocrinology 


*Philosophy 15 15 
Logic 
Epistemology 
Metaphysics 


Psychology 
Ethics 


Electives 
Humanities 4 


*Theology 8 8 
TOTAL: 62+8 








Nursing 24 28 52 


General Nursing 
Rehab. Nursing 
Sup. of Pt. Care 
Team Plan Nursing 
Health Teaching 
Field Experience 


*P.H. Nursin 
Public Health 
Nutrition 
Social Work 
Field Exp. in P.H. 

*Fdns. of Nurs. 

*Prins. Adm. & Sup. 
Prins. Learning & Tch. 


Electives 6 6 
Rehab. Nurs. 
Maternal & Child Nurs. 
Psych. Nurs. 
O.R. Nursing 
Med. & Surg. Nurs. 
Disaster Nurs. 


TOTAL: 58+62= 

















*Required Subjects. 


1 














A Summary 
and A\nalysis 


of the Program 


by HOWARD E. WOODEN 


Principal Investigator 
St. Mary’s Hospital 
Evansville, Ind. 


HE PRINCIPAL PHILOSOPHIC com- 
Ps inherent in the Family- 
Centered approach to Maternity Care 
will be discussed in this article as well 
as the principles of care relationships 
which are being experimentally dem- 
onstrated in an obstetrical service and 
which, following more complete study, 
might be utilized in the development 
of patient-centered programming in 
general.* 

There are certain basic concepts 
which are rooted deep in the fabric 
of family-centered care and which 
largely govern the entire operational 
character of this program. Foremost 
among these is the respect shown for 
the dignity of the patient as an indi- 
vidual. Fundamental to this is the 
view taken that the process of child- 
birth is a natural one rather than a 
sickness. With this as the premise, 
the plan of care is so structured as to 
effect a codperative relationship with 
the human body rather than, in the 
more conventional manner, to impose 
itself in ways often essentially counter 
to human needs. Second, marked em- 
phasis is placed on the integration of 
the family and in this connection the 
family institution is taken as consti- 
tuting an instrument of crucial sig- 
nificance in the democratic process. 
Consequently, it is recognized that the 
mother, the father and the infant to- 
gether compose the care unit which in 
turn is again the point of departure 
for the organization of hospital life- 
activity. Third, this approach views 
the infant as a human creature posses- 
sing both physical and psychological 
needs which must be sustained and 
nourished from the moment of his 


*This analysis is a part of a research 
project conducted at St. Mary’s Hospital, 
Evansville, Ind. and which is supported 
by Research Grant W-44 from the Divi- 
sion of Hospitals and Medical Facilities, 
Public Health Service. 
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birth. It would, of course, be redun- 
dant to review in any detail the in- 
fant’s physical needs, though it seems 
proper to emphasize that this program 
plainly acknowledges the importance 
of the infant's physical well-being no 
less than does any other plan of ma- 
ternity care. That the infant is na- 
turally dependent upon a physical en- 
vironment which is adequate to pro- 
tect his life and to promote his health 
—an environment which will provide 
ample medical and nutritional care and 
which will ensure measures to safe- 
guard him from infections and in- 
juries—is indeed obvious. But as a 
person, the infant must certainly be 
regarded as needing much more than 
physical consideration alone. Indeed, 
he needs both to experience and to 
express love and affection, and the de- 
gree to which he will be enabled to 
gratify these needs will be determined 
largely by the extent to which his 
psychological environment is func- 
tionally shaped around these needs 
and around the natural qualities with 
which he has been endowed for use in 
communicating and satisfying such 
needs, 

On careful analysis, the operation of 
the Family-Centered Maternity Care 
Program indicates a great deal more 
than merely how an effective obstetri- 
cal program might be conducted. It 
demonstrates clearly a great number 
of facts about human beings and in 
particular about human responses to a 
hospital setting. It indicates how hu- 
man beings react to the environment 
in which they work and how that en- 
vironment contributes to their level 
of motivation. It reveals something of 
the barriers which individuals are ca- 
pable of hurdling when motivated to 
accomplish their occupational objec- 
tives—as physicians, nurses, aides and 
other employes—and it shows how, by 
manipulating certain factors in the 
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hospital environment, care goals, oc- 
cupational goals and an enviable de- 
gree of general satisfaction and har- 
mony can be attained. Needless to 
say, none of these can be explored in 
detail in the present discussion, yet 
several points do deserve some special 
attention. 

Of particular significance is the role 
of understanding in relation to bring- 
ing about change. From the inception 
of this effort, resistance was forcefully 
displayed at all levels, for traditionally 
standardized practices and procedures 
had been firmly rooted in the perform- 
ance of professionals and non-profes- 
sionals alike. It must not, however, 
be presupposed that these same people 
were necessarily finding satisfaction or 
challenge in what they were doing. 
Yet the reluctance to accept change is 
readily understandable when it is rec- 
ognized that the proposed new pro- 
gram represented a threat to people 
who had found security in traditional 
patterns of behavior—security which 
rested solidly upon the fact that the 
roles they were playing were familiar 
to them and traditionally acceptable to 
others. 


A Common Meaning 


Success in overcoming such inertia 
and ultimately bringing the program 
to a point of acceptance demonstrates 
the value of establishing common 
meaning to promote mutual under- 
standing as a basis for achieving 
change. Evidence for this is found in 
all aspects of the project. For example, 
the planning which preceded the ac- 
tual application of the program was 
extensive and consisted not only of the 
preparation of architectural designs or 
the production of written regulations 
for governing the operation of a new 
obstetrical department, but also of a 
long-range multi-phase effort to win 
initial acceptance of a small nucleus 
of physicians, nurses and _ parents. 
This effort comprised a carefully pat- 
terned public information program, a 
series of obstetrical institutes on the 
needs of the expectant family and, 
very important indeed, the selection 
and subsequent academic preparation 
of a qualified leader who would serve 
as the nurse supervisor once the pro- 
gram was put into effect. All of these 
steps were apparently instrumental in 
furnishing background for ultimate ac- 
ceptance. 

Far more important, however, was 
the role of education in providing the 
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common meaning mentioned above. 
This was certainly not the kind of 
education which one finds in the 
formal classroom. Rather, it was edu- 
cation gained through fresh and mean- 
ingful participative experience cen- 
tered around the needs and potentials 
of people. It was education which 
seeks to enhance the emotional out- 
look and the resultant behavior of 
the individual, for example the nurse, 
both to her personal advantage and to 
the advantage of reaching the care 
goals of patients. To achieve this re- 
quired unusually capable leadership 
which was available in the person who 
had been trained specifically for this 
program. As one approach to teaching 
others, this supervisor, instead of play- 
ing the conventional supervisory role 
of overseeing the work of others, de- 
liberately changed her own role.’ She 
turned over the clerical and most of 
the administrative details of her po- 
sition to other people who could be 
counted on to carry out such required 
tasks and was thereby released to as- 
sume the direct care of patients. 
Through this step, she conclusively 
demonstrated to the nursing staff, 
first, a positive respect for and trust in 
other people, and, second, the far- 
reaching potential of an approach to 
care which it was her objective to 
teach. By concentrating on meeting 
the patient’s needs and thus winning 
the satisfaction of the patient, the 
supervisor created a setting in which 
the nurse could witness the validity of 
the new approach. Through subse- 
quent participation the nurse dis- 
covered that she, too, by imitating the 
supervisor's methods, could achieve 
comparable results. This realization of 
her own potential seems to have di- 
rectly increased her respect for herself 
and at the same time enabled her to 
find satisfaction and security in a new 
approach. In a very real sense, she had 
come to be aware of herself by becom- 
ing aware of others. Such personality 
growth is indeed significant because in 
essence it illustrates one way by which 
individuals are enabled in their work 
to actualize their own needs while 
meeting those of the patient. 

The establishment of a flexible en- 
vironment in which the conventional 
procedures have been relaxed consti- 
tutes a second aspect of the care pro- 
gram which deserves some mention. 
Care, as used in this context, refers 
not merely to the traditional doctor- 
patient or nurse-patient relationship 
alone, but rather, in the broadest sense, 


includes the total set of relation 
and inter-relationships between D 
patient and all hospital resources. 
The relaxation which characterizes 
this family-centered plan of care is it- 
self a logical outgrowth of the more 
basic concept that since individuals 
are different, patterns of care must be 
flexible if they are to be applicable to 
the particular individual whose needs, 
it must be recognized, are expressed 
in the terms of her particular customs 
and modes of behavior. For just as 
effective medical practice could never 
adequately depend upon stock formu- 
lae in treating patients, but instead 
must provide the specific surgical pro- 
cedure or specific medication accord- 
ing to the specific human disorder, so 
care, in the broadest sense, depends 
upon the appropriate patterning of all 
relationships in accord with specific 
needs of individual patients. In this 
case-study, such flexibility is seen, for 
example, in the manner in which 
mothers are admitted to the hospital, 
in the policies which readily permit 
the husband to remain with his wife 
throughout labor, in the freedom 
granted the father to hold his infant 
and to participate in the care and 
teaching which are centered around 
the infant, etc. It is to be understood, 
of course, that hospital policy is cer- 
tainly not non-existent but rather is 
simply relaxed so as not to obstruct 
progress in meeting patient needs. 


An Inverse Availability 


Inseparable from the relaxation of 
environmental controls is the change 
in personnel role which was noted 
above and which may now be recog- 
nized more fully in terms of social 
structure. A glance at conventional 
nurse staffing patterns will reveal the 
change which has occurred. Starting 
at the top and moving downward 
step-by-step, the traditional hierarchy 
includes the supervisor, the head nurse, 
the staff nurse and the aide. Status 
and authority consciousness prevail 
throughout so that, between the respec- 
tive levels, wide social distances can 
be observed. Thus comparatively little 
inter-action and inter-communication 
develop. In accord with the nature of 
this structure, the availability of any 
one of these employes to the patient 
seems to vary inversely as the status of 
the employe, that is, the aide is most 
available to the patient while the su- 
pervisor is generally least available. 

(Continued on page 126) 
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A Summary 
and A\nalysis 


of the Program 


by HOWARD E. WOODEN 


Principal Investigator 
St. Mary’s Hospital 
Evansville, Ind. 


HE PRINCIPAL PHILOSOPHIC com- 
Fee inherent in the Family- 
Centered approach to Maternity Care 
will be discussed in this article as well 
as the principles of care relationships 
which are being experimentally dem- 
onstrated in an obstetrical service and 
which, following more complete study, 
might be utilized in the development 
of patient-centered programming in 
general.* 

There are certain basic concepts 
which are rooted deep in the fabric 
of family-centered care and which 
largely govern the entire operational 
character of this program. Foremost 
among these is the respect shown for 
the dignity of the patient as an indi- 
vidual. Fundamental to this is the 
view taken that the process of child- 
birth is a natural one rather than a 
sickness. With this as the premise, 
the plan of care is so structured as to 
effect a codperative relationship with 
the human body rather than, in the 
more conventional manner, to impose 
itself in ways often essentially counter 
to human needs. Second, marked em- 
phasis is placed on the integration of 
the family and in this connection the 
family institution is taken as consti- 
tuting an instrument of crucial sig- 
nificance in the democratic process. 
Consequently, it is recognized that the 
mother, the father and the infant to- 
gether compose the care unit which in 
turn is again the point of departure 
for the organization of hospital life- 
activity. Third, this approach views 
the infant as a human creature posses- 
sing both physical and psychological 
needs which must be sustained and 
nourished from the moment of his 


*This analysis is a part of a research 
project conducted at St. Mary’s Hospital, 
Evansville, Ind. and which is supported 
by Research Grant W-44 from the Divi- 
sion of Hospitals and Medical Facilities, 
Public Health Service. 
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birth. It would, of course, be redun- 
dant to review in any detail the in- 
fant’s physical needs, though it seems 
proper to emphasize that this program 
plainly acknowledges the importance 
of the infant's physical well-being no 
less than does any other plan of ma- 
ternity care. That the infant is na- 
turally dependent upon a physical en- 
vironment which is adequate to pro- 
tect his life and to promote his health 
—an environment which will provide 
ample medical and nutritional care and 
which will ensure measures to safe- 
guard him from infections and in- 
juries—is indeed obvious. But as a 
person, the infant must certainly be 
regarded as needing much more than 
physical consideration alone. Indeed, 
he needs both to experience and to 
express love and affection, and the de- 
gree to which he will be enabled to 
gratify these needs will be determined 
largely by the extent to which his 
psychological environment is func- 
tionally shaped around these needs 
and around the natural qualities with 
which he has been endowed for use in 
communicating and satisfying such 
needs. 

On careful analysis, the operation of 
the Family-Centered Maternity Care 
Program indicates a great deal more 
than merely how an effective obstetri- 
cal program might be conducted. It 
demonstrates clearly a great number 
of facts about human beings and in 
particular about human responses to a 
hospital setting. It indicates how hu- 
man beings react to the environment 
in which they work and how that en- 
vironment contributes to their level 
of motivation. It reveals something of 
the barriers which individuals are ca- 
pable of hurdling when motivated to 
accomplish their occupational objec- 
tives—as physicians, nurses, aides and 
other employes—and it shows how, by 
manipulating certain factors in the 
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hospital environment, care goals, oc- 
cupational goals and an enviable de- 
gree of general satisfaction and har- 
mony can be attained. Needless to 
say, none of these can be explored in 
detail in the present discussion, yet 
several points do deserve some special 
attention. 

Of particular significance is the role 
of understanding in relation to bring- 
ing about change. From the inception 
of this effort, resistance was forcefully 
displayed at all levels, for traditionally 
standardized practices and procedures 
had been firmly rooted in the perform- 
ance of professionals and non-profes- 
sionals alike. It must not, however, 
be presupposed that these same people 
were necessarily finding satisfaction or 
challenge in what they were doing. 
Yet the reluctance to accept change is 
readily understandable when it is rec- 
ognized that the proposed new pro- 
gram represented a threat to people 
who had found security in traditional 
patterns of behavior—security which 
rested solidly upon the fact that the 
roles they were playing were familiar 
to them and traditionally acceptable to 
others. 


A Common Meaning 


Success in overcoming such inertia 
and ultimately bringing the program 
to a point of acceptance demonstrates 
the value of establishing common 
meaning to promote mutual under- 
standing as a basis for achieving 
change. Evidence for this is found in 
all aspects of the project. For example, 
the planning which preceded the ac- 
tual application of the program was 
extensive and consisted not only of the 
preparation of architectural designs or 
the production of written regulations 
for governing the operation of a new 
obstetrical department, but also of a 
long-range multi-phase effort to win 
initial acceptance of a small nucleus 
of physicians, nurses and parents. 
This effort comprised a carefully pat- 
terned public information program, a 
series of obstetrical institutes on the 
needs of the expectant family and, 
very important indeed, the selection 
and subsequent academic preparation 
of a qualified leader who would serve 
as the nurse supervisor once the pro- 
gram was put into effect. All of these 
steps were apparently instrumental in 
furnishing background for ultimate ac- 
ceptance. 

Far more important, however, was 
the role of education in providing the 
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common meaning mentioned above. 
This was certainly not the kind of 
education which one finds in the 
formal classroom. Rather, it was edu- 
cation gained through fresh and mean- 
ingful participative experience cen- 
tered around the needs and potentials 
of people. It was education which 
seeks to enhance the emotional out- 
look and the resultant behavior of 
the individual, for example the nurse, 
both to her personal advantage and to 
the advantage of reaching the care 
goals of patients. To achieve this re- 
quired unusually capable leadership 
which was available in the person who 
had been trained specifically for this 
program. As one approach to teaching 
others, this supervisor, instead of play- 
ing the conventional supervisory role 
of overseeing the work of others, de- 
liberately changed her own role.’ She 
turned over the clerical and most of 
the administrative details of her po- 
sition to other people who could be 
counted on to carry out such required 
tasks and was thereby released to as- 
sume the direct care of patients. 
Through this step, she conclusively 
demonstrated to the nursing staff, 
first, a positive respect for and trust in 
other people, and, second, the far- 
reaching potential of an approach to 
care which it was her objective to 
teach. By concentrating on meeting 
the patient’s needs and thus winning 
the satisfaction of the patient, the 
supervisor created a setting in which 
the nurse could witness the validity of 
the new approach. Through subse- 
quent participation the nurse dis- 
covered that she, too, by imitating the 
supervisor's methods, could achieve 
comparable results. This realization of 
her own potential seems to have di- 
rectly increased her respect for herself 
and at the same time enabled her to 
find satisfaction and security in a new 
approach. In a very real sense, she had 
come to be aware of herself by becom- 
ing aware of others. Such personality 
growth is indeed significant because in 
essence it illustrates one way by which 
individuals are enabled in their work 
to actualize their own needs while 
meeting those of the patient. 

The establishment of a flexible en- 
vironment in which the conventional 
procedures have been relaxed consti- 
tutes a second aspect of the care pro- 
gram which deserves some mention. 
Care, as used in this context, refers 
not merely to the traditional doctor- 
patient or nurse-patient relationship 
alone, but rather, in the broadest sense, 


includes the total set of relationships 
and inter-relationships between the 
patient and all hospital resources. 

The relaxation which characterizes 
this family-centered plan of care is it- 
self a logical outgrowth of the more 
basic concept that since individuals 
are different, patterns of care must be 
flexible if they are to be applicable to 
the particular individual whose needs, 
it must be recognized, are expressed 
in the terms of her particular customs 
and modes of behavior. For just as 
effective medical practice could never 
adequately depend upon stock formu- 
lae in treating patients, but instead 
must provide the specific surgical pro- 
cedure or specific medication accord- 
ing to the specific human disorder, so 
care, in the broadest sense, depends 
upon the appropriate patterning of all 
relationships in accord with specific 
needs of individual patients. In this 
case-study, such flexibility is seen, for 
example, in the manner in which 
mothers are admitted to the hospital, 
in the policies which readily permit 
the husband to remain with his wife 
throughout labor, in the freedom 
granted the father to hold his infant 
and to participate in the care and 
teaching which are centered around 
the infant, etc. It is to be understood, 
of course, that hospital policy is cer- 
tainly not non-existent but rather is 
simply relaxed so as not to obstruct 
progress in meeting patient needs. 


An Inverse Availability 


Inseparable from the relaxation of 
environmental controls is the change 
in personnel role which was noted 
above and which may now be recog- 
nized more fully in terms of social 
structure. A glance at conventional 
nurse staffing patterns will reveal the 
change which has occurred. Starting 
at the top and moving downward 
step-by-step, the traditional hierarchy 
includes the supervisor, the head nurse, 
the staff nurse and the aide. Status 
and authority consciousness prevail 
throughout so that, between the respec- 
tive levels, wide social distances can 
be observed. Thus comparatively little 
inter-action and inter-communication 
develop. In accord with the nature of 
this structure, the availability of any 
one of these employes to the patient 
seems to vary inversely as the status of 
the employe, that is, the aide is most 
available to the patient while the su- 
pervisor is generally least available. 

(Continued on page 126) 
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R. HOWARD RUSK says, “The phi- 
losophy and technics used in the 
rehabilitation of older people are es- 
sentially the same as those in general 
rehabilitation, modified to comply with 
the physiology of the aging patient.” 
Because this is true, it takes no uniquely 
trained occupational therapist to deal 
with the problems of the senior citizen. 
There are, of course, certain facts con- 
cerning the older patient of which the 
therapist must become aware. The occu- 
pational therapist, like all members of 
the rehabilitation team, is aware of the 
fact that a human being, at any age, is a 
complex organism. When he is forced, 
through disability or age, to leave his 
old patterns of life, his problems are 
found to be an involved gestalt, ex- 
tending far beyond just the physical 
realm ... and into the areas of psy- 
chosocial and vocational needs as well. 
Physical problems are often present 
among older citizens and are signi- 
ficant—hemiplegia, arthritis, amputa- 
tion, visual or hearing impairment, to 
name only a few. These problems are 
easily discerned. But the rehabilita- 
tion team, the occupational therapist 
included, is also concerned with the 
other, often less apparent, needs of the 
individual—such as the need—for self- 
respect and self-esteem, for respect and 
concern from others, for opportunities 
to develop new interests and skills; for 
a sense of belonging; for a sense of be- 
ing an individual, and not just one 
member of a homogeneous group of 
patients; the need for fun; for the feel- 
ing of being needed; for the satisfac- 
tions which come from being able to 
contribute, and for companionship. 
(Loneliness and idleness have often 
been named as the greatest enemies of 
the aged. ) 

A humorous incident illustrates this 
need for companionship. A woman in 
New Jersey writes about driving 
through the countryside and being 
lured by a sign which read “Antiques.” 
She and her husband stopped at a cot- 
tage where two old ladies ushered them 
into the living room and served tea. 
When the visitors asked to see the an- 
tiques, one of the ladies said hesitantly, 
“But, we’re the antiques!” . . . Then 
they told about their loneliness. “We 
needed friends,” one explained, “But 
how to make them? That's when we 
thought of the Antiques sign. But re- 
member, our sign doesn’t say, ‘Antiques 
for Sale. We've made so many lasting 
friendships that we know God isn’t 
angry about our little trick.” 

This total pattern of needs of the 
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aged individual from physical through 
psychosocial must be recognized and 
taken into consideration by all rehabil- 
itation personnel, with each discipline 
utilizing its own media to deal with 
specific needs, and with all personnel 
working together as an integrated team. 

To reveal how the occupational ther- 
apist fits into the team effort first re- 
quires a definition of the profession. 
Occupational therapy is briefly defined 
as any activity, mental or physical, 
medically prescribed and professionally 
guided to aid a patient in recovery 
from disease or injury. Treatment pro- 
grams, supervised by registered thera- 
pists, might include creative and man- 
ual arts, recreational activities, educa- 
tional and prevocational training and 
activities of daily living. The broad, 
basic objectives are: 1. To improve the 
patient’s physical function, and 2. To 
promote the patient’s adjustment psy- 
chologically, socially and economically. 
More simply, one might say that occu- 
pational therapy is the science of “cur- 
ing by doing.” Even when a cure is 
impossible, it helps a patient in learn- 
ing to live with his disability. 

The profession is based on the fact 
that purposeful activity, medically pre- 
scribed, and professionally guided can 
be therapeutic in itself. Galen (172 
A.D.) wrote: “Employment is nature’s 
best physician and is essential to hu- 
man happiness.” How very applicable 
this concept is in the treatment of 
older citizens who reside in institu- 
tions. 


Appearance May Deceive 


To further depict the occupational 
therapist’s role in these institutions, a 
description of an existing occupational 
therapy department in a nursing home 
might be made. The department con- 
sists of a large room, cheerful, yet pro- 
fessional in appearance, in which an 
array of standard O.T. equipment is 
placed: a woodworking section, several 
looms, a ceramic unit, a sewing corner, 
a minor crafts area and an activities of 
daily living section. Do not underesti- 
mate the role of occupational therapy 
simply because the clinic houses ham- 
mers and saws, a kiln and an assort- 
ment of looms. The O.T. is not a car- 
penter, a sculptor or a weaver. He is, 
basically, a therapist and a teacher, 
meeting a patient with therapeutic ac- 
tivities at the patient's own level. 

The occupational therapist is a full- 
fledged member of the rehabilitation 
team, with a background in anatomy, 
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physiology, kinesiology and the other 
medical sciences needed in the field of 
physical medicine. In his use of arts 
and crafts activities, the therapist is 
not nearly so concerned with the qual- 
ity of the finished product as with the 
therapy which the patient received in 
performing the activity. These arts 
and crafts modalities are the tools with 
which the therapist treats his patients, 
putting into practice the theory of 
“curing by doing.” The department 
employs a trained aid to assist the 
therapist and also utilizes volunteers 
on a scheduled basis, realizing that a 
carefully selected, trained volunteer is 
not only an excellent source of extra 
manpower but is also a refreshing link 
between the patient and the outside 
community. 


Team Effort Pays 


This typical occupational therapy de- 
partment operates under a well-defined, 
daily schedule, which groups the vari- 
ous types of cases to be treated. One 
session in the morning is devoted com- 
pletely to working with physically dis- 
abled patients. These patients, perhaps 
hemiplegics, amputees or arthritics, are 
referred to the clinic by a physician, 
with specific prescriptions for treat- 
ment. Among the goals may be: in- 
creased range of joint motion, in- 
creased strength and endurance, im- 
proved standing balance, increased 
finger dexterity, or improved co6rdina- 
tion of the upper extremities. 

To achieve such goals, the occupa- 
tional therapist uses the tools of his 
trade, combining his knowledge of 
disease and disability with his know- 
ledge of the therapeutic qualities of 
selected activities. The following is an 
example of how occupational therapy 
was used with one physically disabled 
older patient: 

The patient, a stroke victim, was re- 
ferred to the occupational therapy de- 
partment with a physician’s prescrip- 
tion which stated, “Provide activity 
to aid in increasing function, strength 
and endurance in the left upper ex- 
tremity.” This left arm and hand 
were almost completely paralyzed. 
Finger flexion was just beginning to 
return, but extension of the fingers 
was completely absent. Elbow and 
shoulder motion were minimal. The 
patient appeared eager to regain use 
of the extremity and so was started on 
a daily program of purposeful activi- 
ties. This O.T. program continued for 
eight months and was coérdinated 


with an active program of phy— 
therapy. 1D 

In the early days of treatment, the 
patient was taught a woodworking 
project which involved simple sand- 
ing, with the involved hand being 
strapped to the bilateral sanding pad- 
dle. Emphasis, here, was on increas- 
ing elbow and shoulder motion and 
on general strengthening of the ex- 
tremity. The project was positioned 
carefully to provide the motions and 
exercise desired. As function and 
strength began to return in the arm, 
the patient was able to put aside the 
bilateral paddle and use a single tool, 
which was powered by just the left 
arm and hand. The patient appeared 
to enjoy the wood project a great deal 
and remarked, after completing the 
very fine project, “I guess I’m still 
good for something, after all.” 

Gradually, the patient was pro- 
gressed to a weaving project on the 
floor loom, which demanded even 
more function from the arm and 
hand, and, eventually, to the hand 
printing press, which requires near 
normal range of motion from an arm 
and shoulder. To promote dexterity 
in the fingers, he was taught to set 
the type for the project by hand. 

At the end of his treatment period, 
the patient was able to use his arm 
and hand quite efficiently, although 
they will probably never again be so 
skillful as they were before the stroke. 

Here is a case in which the oc- 
cupational therapist, working hand 
in hand with other rehabilitation team 
members, aided in promoting func- 
tion in a severely paralyzed extremity. 
And, in O.T., the patient was given an 
opportunity, with professional guid- 
ance, to learn to be a productive, con- 
fident individual again. 


Recreation is Therapy 


In the occupational therapy clinic 
described above, in addition to the 
orthopedic program, the therapist also 
conducts another session during the 
day devoted completely to what is 
called a “diversional” program. This is 
primarily a group therapy effort and is 
aimed at meeting the more intangible, 
psychosocial needs of the patient. Em- 
phasis is on enjoyment, companionship 
and the opportunity to attain satisfac- 
tion through purposeful activity. The 
patients may participate in recreation 
activities, arts and crafts activities, or 
other such pursuits which are available 
in the department. 
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A third period is spent by the thera- 
pist in making visits to bed patients 
for whom occupational therapy has 
been prescribed and who are unable to 
visit the clinic. The physician may 
have prescribed “activities to maintain 
endurance in the upper extremities,” or 
“diversional activities to assist in over- 
coming depression.” 

A final portion of the occupational 
therapist's day is spent in record writ- 
ing. Records, including routine pro- 
gress notes, are a vital part of any pro- 
fessionally run occupational therapy 
department. 

The therapist also spends at least 
one hour per week in conference with 
other staff-program persons, for team- 
work is essential in any kind of reha- 
bilitation. 

With the patients in this particular 
nursing home, the occupational thera- 
pist has specific objectives: 

If there is a disability, to help the 
patient return to normalcy. If nor- 
malcy cannot be attained, the attempt 
is to help the patient to learn to live 
with the disability; to help prevent 
further disability through a mainte- 
nance program; to help meet the psy- 
chosocial needs of the individual, and 
to assist the patient in independence 
in self-care. 


Adapt to Limitations 


This matter of self-care is extremely 
important and is a major concern of 
the occupational therapist. Often the 
long-term patient in an institution lives 
in an egocentric world; he receives 
much, with little thought of giving. 
Often, his simple, daily needs are met 
by a nurse or an aid, when with proper 
training and encouragement, he could 
care for many of these needs himself. 
Self-care is a worthy goal, in itself, in 
any rehabilitation department. In some 
instances, the patient is not given an 
opportunity to do things for himself. 
Before he can manage to wash his face, 
a hustling aid has done it for him, 
reducing him to the role of a small, de- 
pendent child. Or the patient may be 
afraid of trying a self-care activity, for 
fear of failing. If a physical disability 
is involved, such as hemiplegia or par- 
aplegia, self-care training, or specially 
adapted equipment may be needed. 
Any up-to-date occupational therapy 
department stocks a supply of self-care 
equipment samples such as these: For 
the person confined to a wheelchair, a 
pair of long reachers; For the one- 
handed individual, elastic shoe laces, 
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and For the arthritic, unable to reach 
high enough to comb her hair, a \ong- 
handled comb. 

These, and many other such pieces 
of special equipment, can be provided 
and adapted for the individual patient 
by the occupational therapist. A num- 
ber of the items can be constructed in 
the clinic, perhaps by the patient him- 
self. Currently, most occupational and 
physical therapists and rehabilitation- 
minded nurses are using professional 
sources of supply for these self-care 
items such as “The Shopping Center 
for the Disabled” in New York City 
or many of the rehabilitation product 
supply houses. 


“Little” Things Count 


With physically disabled persons of 
all ages, it is important to remember 
that missing, so many times, are those 
little skills taken for granted. Skills 
to do mundane, everyday activities that 
make men independent, self-respecting 
individuals. 

The author recently worked with an 
elderly stroke victim, a widow who 
had lost the use of her left arm and 
hand. The occupational therapist per- 
formed an activities of daily living test 
on the patient to learn in which areas 
she was having trouble with her self- 
care skills. The list of needs was ex- 
tensive. First on the list of problems 
was: the inability to open a can. The 
woman was questioned regarding her 
handling of this problem, and she 
stated that she was in the practice of 
having her newspaper boy open all 
cans at niglit for the following day. 
We quickly located a source of supply 
for a small diet kitchen can opener, 
which works easily with one hand. The 
patient’s church group purchased the 
opener for her; her pastor installed it 
in her kitchen, and she is now com- 
pletely independent in this important, 
but so-taken-for-granted activity. This 
woman also had potato peeling prob- 
lems, which were solved through using 
a small board with a spike driven 
through it to act as a holding device for 
fruit or vegetables. These, and many 
more, everyday activity problems were 
solved through a close working rela- 
tionship between the patient and the 
occupational therapist. Again, the prob- 
lem is one of learning to live with a 
disability. 

Another such patient, also a stroke 
victim, had a different set of problems. 
Being a man, he was disturbed because 
he could not perform such skills as ty- 








ing a necktie, which is easily accom- 
plished, one-handed, through proper 
training and the use of a clothes pin. 
He had difficulty cutting his meat and 
refused to eat in public, due to the em- 
barrassment caused when his wife 
would lean over and cut his meat for 
him. A simple device did the trick, a 
combination knife and fork, in one 


cutensil. His shoe tying problem was 


solved by using elastic shoe laces, also 
provided through the occupational 
therapy department. This particular 
patient learned to readily agree with 
the person who once stated, “The 
weatherman is a pessimist. Instead of 
saying ‘partly cloudy tomorrow,’ he 
should say, ‘partly clear.’” By the same 
token, patients should be referred to 
as, not partly disabled, but, rather, 
partly able. Certainly, emphasis must 
be on the remaining abilities. 


Independence is Important 


Independence in self-care and other 
activities of daily living may be, with 
many elderly or severely disabled pa- 
tients, the only realistic goal possible 
and this, in itself, is a worthy goal. 
With this in mind, the occupational 
therapist, in coOperation with the 
nurse, the physical therapist and other 
members of the rehabilitation team, 
makes a concerted effort to evaluate 
the patient’s daily living needs and to 
meet these needs through whatever de- 
vices or techniques are available. 

It is a well-known fact that the most 
important member of the rehabilitation 
team is the patient. He is the ball 
carrier, and if he fails to do his part, 
the entire effort fails. Motivation is a 
problem with patients of all ages. 
Sometimes, the occupational therapist 
meets patient resistance because of the 
modalities which he uses. He learns 
early that he may occasionally have to 
alter his program to fit the personal 
likes and dislikes of his patients. For 
example, certain individuals respond 
negatively to arts and crafts activities. 
“That’s foolishness,” “It’s nonsense,” 
or, “I’m too old to be doing that sort 
of thing,” and similar remarks are often 
heard. The patient who reacts in this 
way must be approached with a differ- 
ent type of activity. The therapist may 
find that he will respond well to rec- 
reation activities or gardening. In one 
home for the aged, two teams of resi- 
dents compete each year to see which 
team can produce the most beautiful 
garden. In many such institutions, a 
few residents respond well to a weekly 
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newspaper project. Clubs of various 
types are often instigated by the oc- 
cupational therapist and prove to be 
successful. In many institutions for 
older persons, the O.T. heads a pro- 
gram through which residents are given 
industrial jobs within the home, such 
as linen repair in the sewing shop; as- 
sisting in the kitchen, the office or 
the housekeeping department; or in 
assisting the roads and grounds person- 
nel. These types of endeavors may be 
necessary for some residents and may 
prove to be more therapeutic than 
traditional occupational therapy clinic 
modalities. 

In summarizing these thoughts re- 
garding occupational therapy activities 
for patients within nursing homes or 
homes for the aged, activities can be 
divided into two basic groups: Func- 
tional Activities, which are utilized to 
directly assist in reducing or correct- 
ing a disability, and Diversional Activi- 
ties. Both programs need to be under 
the direction of a person who under- 
stands the problems of the older pa- 
tient and who has skill in applying 
purposeful activity to help correct these 
problems. With the physically disabled 
patient who is in need of corrective, 
therapeutic activity, the need is cer- 
tainly for a registered occupational 
therapist, working under the orders of 
a physician. In the case of diversional 
activity, however, it is usually possi- 
ble, if an occupational therapist is not 
available, to utilize non-professional 
personnel to carry on an effective pro- 
gram. This person might well be a 
volunteer . . . or a corps of trained 
volunteers may be used. With the 
current shortage of registered occupa- 
tional therapists facing the country to- 
day, this type of staffing may be neces- 
sary; and in many institutions, budget 
limitations do not permit the hiring 
of a full-time professional person. The 
following is an account of how one 
community faced this problem: 


A Community Project 


Several years ago, residents in a 
small town in the northeastern por- 
tion of Minnesota became concerned 
about the lack of purposeful activity 
for patients residing in the local, 
fifty-bed nursing home. Realizing that 
it would be impossible to employ a 
registered occupational therapist, the 
administrator agreed that it might be 
feasible to establish at least an active 
arts and crafts program within the 
home. A committee of volunteers 
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“An old person who has lived his life has an added right to kindness, 
love and reverence. This must be the thinking of those who care 
for the aged. In our Diocese we feel that our nursing homes may 
have been a little backward in the scientific approach of caring for 
the aged, but they have had a correct Christian concept. This is what 
gives, impetus to the self devotedness and self sacrifice required. 
Without such an approach, the scientific avails but little.” 


Most Rev. Peter W. Bartholome, Bishop of St. Cloud 








from the community contacted several 
occupational therapists in nearby 
Duluth and requested preliminary as- 
sistance in making plans for the new 
service. Initial help was given and 
led to the hiring, for one month, of 
a registered therapist to set up the 
service, order supplies and tools, and 
organize an effective shop schedule. 
Her job was also to train volunteers 
in craft techniques, as well as in cer- 
tain skills which are helpful in work- 
ing with nursing home patients. One 
volunteer, in particular, was given 
extensive training during the month, 
for she was to carry on as chief volun- 
teer for the new project. After the 
occupational therapist left the com- 
munity, the volunteers carried on 
with a highly successful arts and 
crafts program. They found that re- 
sponse from most of the patients was 
excellent, for long, lonely hours were 
being filled with constructive, satisfy- 
ing activity. These volunteers did find, 
in time, however, that their ideas for 
new activities were growing fewer 
and fewer and that insufficient knowl- 
edge of disease and disability was a 
hindering factor. They again jour- 
neyed to Duluth to consult with their 
occupational therapist friends. They 
were full of questions such as: “What 
new, yet simple, activities are avail- 
able for us to use? What do we do 
when the patient has only one arm? 
How do we interest the despondent 
patient? How do we handle the over- 
ly-aggressive person? What activities 
can we utilize with the partially 
blind?” And one of their most re- 
peated questions was: “Where do we 
find inexpensive activities and sup- 
plies? Our budget is depleted.” 
The local occupational therapy as- 
sociation discussed the matter and 
agreed to conduct a Craft Fair for per- 
sons from nursing homes who were 
directly or indirectly involved in pa- 


tient activity programs. The Fair was 
held on a Saturday at St. Mary’s Hos- 
pital in Duluth and proved to be a 
success. Approximately 50 persons, 
representing 20 area nursing homes, 
attended and were treated to a series of 
unique craft demonstrations. A talk 
dealing with the handling of nursing 
home patients was given by the oc- 
cupational therapist consultant for the 
Minnesota Department of Public Wel- 
fare. Sources of craft supplies and 
ideas were suggested. Each person 
present received a copy of the very 
helpful manual, Planning Activities for 
Older People, as well as a variety of 
other written materials. At the end of 
the six-hour program, a question and 
answer period was conducted, and it 
proved to be a valuable session. All 
guests left the Fair requesting that such 
an event be held annually. They also 
left knowing that occupational thera- 
pists are available in their area to as- 
sist as consultants with many of their 
activity program problems. 

There are undoubtedly occupational 
therapists in most communities who 
will be willing to assist in establishing 
an activity program. It might even be 
that one of the non-practicing thera- 
pists would be available for part-time 
employment to conduct a functional, 
orthopedic program, for a portion of 
the physically disabled patients. 

Whoever it is who works with the 
older patient, whether it be the nurse, 
aide, physical therapist, occupational 
therapist or volunteer—this worker 
must have a genuine liking for the 
senior citizen, with a true understand- 
ing of his limitations, and with faith 
in his remaining abilities. Above all, he 
must have respect for the dignity of the 
older patient. And, certainly, he must 
thoroughly agree with the statement 
which is so often made by Dr. Frank 
Krusen, “We have added years to life. 
Now our job is to add life to years.’ * 
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CARE OF THE AGED 
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i THE CARE and treatment of the 
aged, the maintenance of dental 
health through adequate dental care is 
of major importance. The concern of 
the dental profession for the integra- 
tion of dental care in the provision of 
total health services for individuals 
was stated in the American Dental As- 
sociation’s Basic Standards of Hospital 
Dental Service (1953) as follows: 
“The dental profession believes that 
the health care it renders is an essen- 
tial part of a total health service. It 
has long recognized as well, that its 
services must be well integrated with 
those of other health professions in 
order to provide this total health serv- 
ice for the individual patient.”* 


The personnel of nursing homes 
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Importance 


Dental Care 


t 


by Dorothea F. Radusch, D.D.S. 
Minneapolis, Minn. 


and homes for the aged are to be com- 
mended for their early awareness of the 
need for dental care for persons under 
their care. The National Conference 
on Nursing Homes and Homes for 
the Aged, meeting in Washington, 
D.C., Feb. 24-28, 1958 made a recom- 
mendation pointed to the need for 
dental evaluation on admission and 
the need for a dentist with commun- 
ity interests to codrdinate hospital, 
health department and dental associa- 
tion participation in establishing a 
community program. There was also 
a discussion concerning the necessity 
for some careful thinking about financ- 
ing of dental services for nursing 
home patients.” 





Not all members of the related 
health services have been fully aware 
of the evidence that the oral status is 
subject to local impairments which 
can contribute to the aging process: 
that it concerns the comfort of the 
patient and furthermore, that the oral 
status is a clear reflection of many dis- 
ease processes which are prevalent in 
other organs and areas of the body.* 
Many general pathological conditions 
with manifestations in the mouth may 
be discernible first in the course of a 
dental examiriation. Many dental con- 
ditions may become chronic and if un- 
corrected may cause serious impair- 
ment of various functions. A pam- 
phlet published by the American Can- 
cer Society entitled The Challenge of 
Oral Cancer‘ describes the importance 
of the dentist in preventing and detect- 
ing oral cancer: 

“The relative ease of detection of oral 
cancer should result in early diagnosis 
and high cure rates. Unfortunately this 
is not the case. The majority of oral 
cancers are not recognized at a time 
when satisfactory treatment can be ac- 
complished. . . . Because early oral 
cancer is usually painless and does not 
interfere with the functions of the 
mouth, patients tend to be unaware of 
it. Discovery of malignant lesions, 
therefore, becomes the responsibility 
of the dentists or physicians who are 
consulted for any reason and thus have 
the opportunity to perform complete 
and thorough examinations of the 
mouth. It is principally through their 
diligence and efforts that oral cancer 
will be diagnosed early enough to as- 
sure care. 

It is desirable also to provide dental 
care for the aged in order to treat and 
cure infection and disorders of the 
mouth which may cause pain and dis- 
comfort, and to provide and/or main- 
tain dental function that will enhance 
the ability of the aged to eat a well- 
rounded diet. An edentulous person 
cannot digest his food properly and 
frequently cannot partake of foods 
which provide sufficient amounts of 
essential nutrients, unless foods are 
served in special forms. 

One function of the teeth is to con- 
vert food to a state where it can be 
swallowed easily and digested readily. 
It is not uncommon for those who 
have inadequate chewing ability to 
choke on large bites of food. Even 
when large bites can be swallowed, 
long retention of food in the stomach 
because of the inability of the gastric 
juices to break down such foods can 
produce a cycle of digestive upsets. 
Mastication and digestion of food are 
dependent on dental function. Fur- 
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thermore the aging process usually re- 
duces the ability of the gastro-intesti- 
nal system to perform its function. 
Thus, unless masticatory operation is 
kept reasonably efficient, it is more 
difficult for the person to be well-nour- 
ished as well as comfortable in the 
process. 

A person with abscessed, aching or 
sensitive teeth or gums tends to limit 
his food intake in quantity and type. 
Very often soft foods which are mainly 
carbohydrate in type are chosen. Such 
foods are difficult to digest and seldom 
provide all the essential nutrients. 
Even though the caloric needs of the 
aged are substantially reduced, the re- 
quirements for the intake of essential 
nutrients are not lowered. Whether or 
not the protein needs are actually in- 
creased is a moot point. In any case, 
because of the lower caloric needs, the 
protein foods should be proportion- 
ately a greater share of the total calo- 
ries of the older adult. A person with 
good dental status finds it easier to 
partake of the necessary protective 
foods. 


Survey Shows Neglect 


In addition to advantages of the aid 
to good nutrition with all its related 
effects, adequate dental care can con- 
tribute to speech capacity, esthetic ap- 
pearance and psychological adjustment. 
Loss of teeth may cause the elderly 
person to withdraw from activity in 
society and this in turn can bring 
about actual physical changes, even 
impairments, which accelerate the 
aging process. 

Although considerable emphasis has 
been placed on the medical aspects of 
chronic illness and the aged, little re- 
search has been done on dental health. 
In order to identify the nature and ex- 
tent of dental needs of institutionalized 
and home-bound chronically ill and 
aged persons and to develop solutions 
to the problems involved in making 
dental services available to this group, 
a codperative project was established 
in July, 1957 by the Division of Dental 
Public Health, U. S. Department of 
Health, Education and Welfare, and 
Community Studies, Inc. of Kansas 
City, Mo.® 

Approximately 2,500 patients in 
nursing homes were examined. The 
average age was 74 and the median 77. 
Preliminary reports indicate that 31 
per cent were in satisfactory dental 
condition; 22 per cent could not be 
expected to benefit from dental treat- 
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ment for medical, psychological or den- 
tal reasons; 20 per cent were in need 
of, available and willing to accept 
treatment by a dentist.® 

Twenty-six nursing homes with 855 
patients in Fulton County, Ga., were 
studied in 1957.7 They ranged in age 
from 23 years to 99 years, with 284 
males and 571 females. Two hundred 
fifty-five were non-ambulatory, not 
counting wheel chair patients, and 
they came from all levels of life. In” 
only a few instances was a plan men- 
tioned by those in charge for routine 
oral home care such as daily washing 
and cleaning of dentures, tooth brush- 
ing or mouth rinsing. 

A concrete, vivid description of the 
findings of this report entitled “Survey 
of Dental Conditions of Nursing 
Homes in Fulton County” (Ga.) fol- 
lows:* 

“For these people relatively few teeth 

were found to be normal. Most of 

their teeth were missing and many had 
been replaced by dentures. Many of 
the dentures were too old for use and 
often extremely unsanitary. It was un- 
usual to find a full upper or lower 
denture that was not in need of re- 
pair or replacement. In fact, it was dif- 
ficult to understand how many of the 
patients could use their ill-fitting den- 
tures at all due to looseness, lost teeth, 
or their own physiological condition. 

A considerable number of the older 

patients had discarded their dentures 

or had lost them when they were con- 
fined to the home or at one of the hos- 
pitals when they received treatment. 

It was evident that dental health of 

the patients was neglected in most of 

the homes. 

“Due to abnormalities in or around 
the oral cavity, patients, ambulatory 
and non-ambulatory, often did not use 
their dentures. As the individual pa- 
tient progresses in years, in numerous 
cases an emotional condition develops 
which sometimes makes it impossible 
to have any prosthetic appliance in 
the mouth. A number of those pa- 
tients without dentures are those who 
would not wear them even if they 
were provided. These patients have 
been without dentures for years and 
stated they would be unwilling to wear 
them. 

“Contrary to the usual findings in 
younger age groups, these old people 
needed relatively few fillings. The high 
number of lost teeth, due to extrac- 
tion, accounts for this. 

“The most urgent need was noted 
in the number of teeth indicated for 
extraction, either due to decay or due 
to disease of the supporting tissues. 
The number of oral infections was ap- 
palling. Practically all of the patients 
with natural teeth had some oral pa- 
thology ranging in severity from suspi- 
cion of cancer to mild gingivitis or 
gum diseases . . . 





“Extraction would do more to clear 
up oral infection for some people than 
most any other treatment that could 
be provided. 

“The most time-consuming and 
probably the most expensive treat- 
ments were the large number of den- 
tures needed. Five hundred and eleven 
original dentures and 363  replace- 
ments or repair of existing dentures... 

“Despite the over-all lack of services, 

a few of the homes showed an unusual 
ability to provide ad<quate services in 
every respect. Two of the larger homes 
were equipped with dental clinic facil- 
ities and a few of the other homes 
have arranged with private dentists to 
provide emergency dental service.” 

This 1957 survey of dental condi- 
tions in the 26 Georgia nursing homes 
is not intended to typify a normal sit- 
uation among the elderly. The survey 
did, however, disclose a need for den- 
tal attention among a large group of 
institutionalized persons. 


Dental Problems Peculiar 
to the Older Patient 


Strictly speaking, there are not many 
dental problems which are peculiar 
or specific to the older patient. They 
are, largely, a matter of regular pre- 
ventive and restorative care. However, 
it is true that older persons are more 
likely to have lost all or a number of 
teeth, but any teeth remaining seem to 
be less susceptible to decay. It is true 
also, that many aged are dependent on 
someone else to take the responsibility 
of seeing that dental care, both profes- 
sional and daily, is given. Thus when 
the aged are institutionalized it be- 
comes the responsibility of the institu- 
tion to provide or make suitable ar- 
rangements. This required dental care 
is of two forms: one is regular pro- 
fessional care, and the other is rou- 
tine daily home care. Both forms of 
care should receive proper attention. 

Professional care is needed to take 
care of any remaining natural teeth, 
for examination of dentures to ascer- 
tain need for repair or re-fitting, and 
for any examination of soft tissues for 
any changes in anatomy to detect oral 
malignancies or precursors to malig- 
nancy or any other disease symptoms. 
Because one of the predisposing factors 
in the development of cancer is long- 
standing chronic irritation, the aged 
patient in particular requires careful 
regular examination. 

Routine oral home care includes 
daily washing and cleaning of dentures, 
which is commonly necessary after 
every meal, tooth brushing and mouth 
rinsing. In addition to being supplied 
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with the materials for this care, many 
bed-bound patients may require as- 
sistance from a nurse's aide in the 
cleaning of either natural or artificial 
teeth. This service can place a consid- 
erable load on personnel. There are 
possibilities here of ambulatory pa- 
tients assisting others. 

Ambulatory patients should have 
readily accessible facilities which are 
properly arranged including water, 
good light and mirrors. It is impor- 
tant that mirrors be so placed that pa- 
tients who have their own teeth can 
see readily while cleaning them. Pa- 
tients need to be encouraged to wear 
their glasses so they can see whether 
they are doing a good job of the 
brushing and rinsing. 

If an elderly patient has even rela- 
tively good natural teeth, it is wise to 
maintain them, for it is often difficult 
for elderly patients to learn to use ar- 
tificial teeth, even though they may 
have been wearing dentures for a con- 
siderable period of time. Even so, it 
is important to check on all dentures 
regularly. Normal changes in tissues 
of the mouth may gradually cause loss 
of proper function and failure of tis- 
sues to support and retain the den- 
tures. Some dentures may cause 
chronic irritation of mucous tissues 
resulting in pain or even pre-cancerous 
lesions. Aged patients may well re- 
quire more frequent attention by an 
attendant or dentist than middle aged 
adults require. In fact they often re- 
quire supervision similar in kind to 
that given a child to be sure that they 
clean their teeth regularly. The tissues 
around the natural teeth are very sus- 
ceptible to inflammation and disease 
if they are not kept free from food 
debris and if they are not massaged 
daily to stimulate circulation. If the 
patient does not have the mental or 
physical ability to do this cleansing 
and massage daily, assistance should 
be provided. 


Special Dental Consideration 


Many disease conditions require spe- 
cial dental considerations. The dental 
state of older diabetic patients should 
be observed closely, otherwise alveolar 
bone becomes atrophied and_ severe 
disease of tissues around natural teeth 
is accelerated. Dental treatment for 
some mental patients or those severely 
disabled must be performed under gen- 
eral anesthesia. In epileptics, attend- 
ants must be aware of the hazards 
which may arise if removable bridges 


or dentures become lodged in the 
throat during a seizure. The gums 
around natural teeth commonly be- 
come grossly enlarged when certain 
drugs like sodium dilantin are used, 
and such tissues require meticulous 
daily care, and sometimes surgical re- 
section. 

Regardless of opinions on the re- 
lationship between rheumatoid arth- 
ritis and oral foci of infection, all clin- 
icians agree that for purposes of gen- 
eral health, definite oral foci should be 
removed under any circumstances. 
Many arthritic patients may be so se- 
verely crippled that they cannot clean 
their own teeth, and require assistance. 
The dentist may also assist in control 
of pain from arthritis of the temporo- 
mandibular joint and make provision 
for improved mastication where the 
range of motion is limited.* 

If regular professional care and rou- 
tine daily care are successfully accom- 
plished, the critical functions of the 
teeth and jaws will be preserved and 
infections and disorders of the mouth 
will be controlled. Abscessed teeth, 
oral infection and peridontal or gum 
disease will be eliminated and oral dis- 
comfort will be avoided. 


Institutional Responsibility 


Because of the many influences of 
dental condition, the institutions car- 
ing for the aged have a tesponsibility 
to provide dental care. This involves 
administrative responsibility and ad- 
ministrative problems in providing 
care and administrative co6dperation 
with dentist§. 

Hundreds of small hospitals, homes 
for the aged, nursing homes and sim- 
ilar institutions have no facilities for 
provision of professional dental serv- 
ice, and frequently no regularly estab- 
lished provision for visits to the insti- 
tution by dentists. Yet an estimate of 
the dental problems in nursing homes 
of one large city® listed the following 
most common dental needs: 1. Frac- 
tured teeth or roots that need extrac- 
tion; 2. Fillings that needed replace- 
ment; 3. Inflamed or chronically 
tender gingivae (gums) that should 
be treated; 4 Dentures that need to 
be rebased, repaired or replaced, and 
5. Palliative treatment for untreated 
and painful defects. 

When administrators understand the 
need and importance of dental serv- 
ices for their patients, they endeavor 
to make them available. As a first step, 
the results of a dental examination 





should be part of the patient’s record. 
Then the best dental service possible 
within the limitations of their ill- 
nesses or codperation should be pro- 
vided. Treatment which cannot be ex- 
pected to benefit the patient in the 
immediate future or be of a preventive 
nature should nor be attempted. 


Avenues of Assistance 


In order to facilitate dental care, 
dentists can be included on governing 
and planning boards and on the staff. 
They can help plan for the routine 
daily mouth care as well as for profes- 
sional care. The exact details of how 
professional care is supplied will de- 
pend upon the type of institution and 
it is also related to the socio-economic 
status of the patient. Provision for pro- 
fessional care of those under public 
welfare programs and those with suffi- 
cient independent income can usually 
be arranged readily. For those who do 
not come under these categories, some 
method of providing care must be de- 
veloped. A serious economic problem 
in replacement dental care for such 
patients is the cost of making and 
repairing dentures, which is in addi- 
tion to the time and skill provided by 
the dentist. 

An institution can call upon the den- 
tal society in the community, express- 
ing its problems and requesting assist- 
ance in developing and establishing 
service for those who could be sent 
to private offices or taken to a proper 
facility for care, and for those who 
must be taken care of in the institution. 
Some large institutions can provide 
dental clinic facilities and others may 
explore the use of portable equipment. 
The U.S. Public Health Service is 
currently testing a portable dental 
kit.7 This consists of two 45-pound 
cases of instruments. The dental unit 
can be operated from an ordinary 
household electrical unit. Many insti- 
tutions would not require such a port- 
able unit full time. Perhaps such 
equipment could be made available by 
an appropriate health agency for loan 
or rental to individual dentists or in- 
stitutions as a means of bringing better 
dental services to non-ambulatory pa- 
tients in small institutions and nursing 
homes. 

Transportation service is apparently 
one of the main obstacles in preventing 
ambulant patients from receiving treat- 
ment. In the Kansas City study, 75 per 
cent of the patients were transported 

(Concluded on page 136) 
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HE PROBLEMS FACED by our pres- 
pe society relative to licensure 
policies in the area of group care of 
the aged and infirm are not of easy so- 
lution. In many states they are the 
subject of study on the part of the 
respective health and welfare depart- 
ments through special committees set 
up for this purpose. No doubt changes 
will be forthcoming to meet the de- 
mand for improvement in existing 
practices which makes it imperative 
that the subject be discussed openly 
and carefully. One could simply dis- 
cuss the various regulations to be 
found in the states of a given area, 
some of which are good and some of 
which are not good. But the subject is 
much larger and far more important; 
it involves a total philosophy of a pro- 
gram for the care of the aged, which 
in turn will point in a specific direc- 
tion as far as licensure procedures are 
involved. This article will present 
some of the philosophy which, down 
through many years of experience in 
this field, has been developed by the 
Evangelical Lutheran Church in the 
hope that it may strike a responsive 
chord. It is further hoped that, as 
other larger groups begin to think to- 
gether on this problem, rules and reg- 
ulations on licensure may be devel- 
oped that will serve the most desirable 
ends, 

Three points of concern need study 
in the process of developing a sound 
philosophy, which in turn will develop 
the best kind of licensure practices. 
These include motivation in the field 
of the care of aged, objectives, and 
finally the types of license that will en- 
able all groups to translate their ef- 
forts into the best possible kinds of 
service to people. 

Our Lord said, “By this shall all men 
know that you are my disciples, if you 
have love, one for another.” Our con- 
cern for people must be a guiding 
principle in all that we do with and 
for people. We must understand and 
appreciate the deep needs of every per- 
son, needs for love, security, status, 
worth and satisfaction. We cannot 
handle people like things—we must 
preserve the dignity of the person, the 
value of the individual. We must un- 
derstand that to thwart the realization 
of these deep needs is akin to murder 
—for if we take from men and women 
the desire to be real persons, if we take 





*Mr. Mason is assistant executive secre- 
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from them the motivations that drive 
them, or lead them to appreciate them- 
selves and others, if we treat them as 
problems that must be solved, we have 
in a very effective manner destroyed 
them. 

Much of the illness of age is emo- 
tionally caused. The older person finds 
it relatively easy to be “not too well,” 
to be “poorly.” Often we hear it said, 
“At your agé you can’t expect to be 
well,” or “I have to expect aches and 
pains; after all, I’m past 70.” Chil- 
dren, loving and well-meaning, often 
strengthen this tendency by over-pro- 
tecting their parents, cautioning them 
not to over-exert, not to do this or that, 
because they are old! A man who has 
had many years of experience in caring 
for aged people gives this advice: “Let 
the old people do what they want, even 
if it kills them!” 

If a person can keep normally active, 
interested in life as it moves about him, 
working with the situations that daily 
present themselves, there is no need for 
a special kind of protection just be- 
cause he has reached a certain chrono- 
logical milestone. By adopting an over- 
protective attitude toward our elders, 
we tell them that we think they have 
lived out their time, that they are about 
through. This serves to heighten the 
natural insecurity of age and hastens 
the time when they will become re- 
signed to an inactive invalidism. The 
best kind of therapy for older people is 
to keep them in the thick of life's 
struggles, active in the affairs of the 
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family, the congregation, the commun- 
ity, of service to themselves and other 
people. 

A striking example of this involves 
a 70-year-old grandmother who lived 
with her daughter and family and who 
was declining rapidly in physical health. 
The daughter, herself the mother of 
five young children, was killed in an 
automobile accident and the husband 
crippled to such an extent that he 
lived out the balance of his life in a 
wheelchair. The ailing grandmother 
rose to the occasion beautifully. She 
took over the responsibilities of raising 
a new family and did a remarkable job 
of it. Now, as she is approaching 90 
years, she is still active and the young- 
est of the children is grown and on 
her own. 

In one of our newer homes an el- 
derly man was admitted for nursing 
care. His children told the matron 
how grateful they were that their 
church had such a home that assured 
good care for their father. It had be- 
come impossible for them to care for 
him at home because of his senile be- 
havior. He was incontinent, wanted to 
be “up all night,” and was very careless 
about his dress and personal appear- 
ance. The staff of the home soon 
learned that the case had not been un- 
derstated. 

This problem, however, was not new 
to them. The staff understood that it 
was their responsibility to help this 
man come to accept himself as a real 
person who had value to others and 





81 








also to himself. It was necessary for 
them to lay down some guideposts for 
living which were lovingly and pa- 
tiently administered. He found in time 
that these people respected him as a 
person and that in many ways he could 
show his appreciation for what they 
were doing for him. 

As time passed, his restlessness at 
night gradually diminished, his incon- 
tinence stopped, and his attention to 
his personal appearance gave him a 
sense of satisfaction. What is more, he 
began to find that he could make new 
friends, that he could be helpful to 
others. His sense of insecurity began to 
leave him and he felt better physically. 
His mental confusion cleared to a 
marked degree. He came out of the 
shadows of an unwanted life and be- 
gan to enjoy again a real sense of 
achievement. His visits with his chil- 
dren were happy, his interest in them 
and their families deepened. 


The Helper is Helped 


An elderly woman came to live in 
another of our homes. She was lone- 
some and unhappy, refused to speak 
with anyone, did not want to eat, and 
spent most of her time pacing up and 
down the corridor, looking out of win- 
dows, and probably wishing she were 
dead. Naturally, the staff members 
were concerned about her and sought 
to help her make an adjustment to 
this new kind of life. 

One of the residents noticed what 
was happening and spoke to her in 
Norwegian. Immediately her face 
lighted up and she smiled. She had 
found a friend who was able to com- 
municate with her in a very personal 
way. It was not long before the two 
were having lunch together in the 
kitchen. It was not that she could not 
speak English, but rather that in her 
confusion at the change that had taken 
place and in her inability to cope with 
the situation, she had withdrawn from 
communication with everyone. This 
experience worked in two directions. 
One woman was helped to make a diffi- 
cult adjustment and the second at- 
tained personal satisfaction in being 
able to help another. 

It has been our experience that it 
is good to have a balance between the 
number of people who are able to be 
up and active in the life of 4 home 
and those who are in varying degrees 
in need of special care. The one group 
gives movement and life to the home, 
provides a number of helpful services 
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to those not so able, and in helping 
others help also themselves. The in- 
firm group is also given incentive to 
be more active because others are in- 
terested in them. They see those to 
whom their service can be given, which 
in turn gives them added reasons for 
wanting to be up and about. It is a 
cardinal rule of a home that no one 
should be permitted to settle down in 
bed if it is at all possible for him to 
be up. 


The Society of Foot Washers 


Our new homes are planned to give 
the best of nursing services together 
with the spiritual care so necessary to 
all. Comfortable, cozy rooms are de- 
signed. Enjoyable lounge areas, din- 
ing rooms colorfully decorated, hobby 
and craft rooms, recreation centers— 
all add much to the happiness and well- 
being of the residents. The superin- 
tendents and staff seek to establish a 
program of care that is designed for 
life, not keyed to the expectancy of 
death. It is our purpose to help people 
live meaningfully, usefully, happily. 
For this reason our new homes are de- 
signed to provide opportunity for the 
preservation of an individual’s sense 
of personal dignity. 

In one of the newer Catholic homes 
one sister goes from room to room with 
a basket which holds the tools of her 
trade under her arm. She is a foot- 
washer—she pares nails, callouses, 
soaks aching feet, massages and soothes. 
Day after day this service is main- 
tained and I’m sure this sister is wel- 
come in every: room. Our concern for 
people as people who need status, who 
need to be helped to accept themselves 
as real people, can only be translated 
into meaningful terms by the flowing 
of love freely from us to them. And 
it is not a one-way flow,—it comes 
back, and renewed, goes out again on 
its mission. “By this shall all men 
know . . that you are my disciples. . .” 
We need to belong to the Society of 
Foot Washers. 

Many of our older people have out- 
lived their own generation, which 
means that their social contacts are 
extremely limited. When these people 
come into a group living situation they 
will form new social contacts and de- 
velop new friendships. It is important 
that homes be so designed and the pro- 
gram so planned that these social ac- 
tivities can be entered into easily and 
naturally. For that reason we encourage 
the kind of activity that they have 


known in the past. Choirs are organ- 
ized, hobbies and crafts are encouraged, 
library facilities in a limited measure 
are made available. In some homes we 
have Ladies Aid Societies, Brother- 
hoods, Mission Circles, and other famil- 
iar types of organizations. 

Our objective, then, is to develop a 
program of complete care, understand- 
ing that our people have social, psycho- 
logical, physical and spiritual needs 
which must be met if they are to be 
whole people. In order to achieve these 
objectives it #s our conviction that we 
must plan for a total program em- 
bracing four categories of facilities. 
This means that the licensing proced- 
ures must also be worked out to fit 
these categories in an effective manner. 


The Retired, the Sheltered, 
the Sick and the Senile 


The first group is made up of older 
people who want simply a retirement 
facility. This is a rapidly increasing 
group and no doubt will always be so 
large that we will never meet its de- 
mands. We do need to plan carefully, 
however, so that what we do is well 
done. The facility can take a number 
of forms—cottage developments, re- 
tirement apartments and the more con- 
ventional group living homes that are 
planned to make available certain com- 
mon facilities such as food services, 
short-time infirmary care and group 
social and spiritual activities. 

The second group, for which we 
have deeper concern and responsibility, 
is made up of those older people who 
have advanced in age and declined in 
strength to the point where they need 
a sheltered care type of facility. These 
have generally been thought of as 
boarding-care homes, but if better 
planned, both from the points of view 
of design and program, they can be 
of great service in a preventive type 
of program which will lengthen this 
period of life and so make for happier 
and better living for older people in 
this group. These facilities should be 
planned and programmed with more 
careful attention to activities, diet and 
nursing care. 

The third group is composed of 
those who have come to a time when 
nursing care is necessary. The facility 
for this group must be designed to 
meet the same social, psychological, 
physical and spiritual needs of the first 
two mentioned, but must also be de- 
signed, staffed and programmed for 
complete nursing care, from the mini- 
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mum to the maximum or terminal care. 

The fourth group is composed of 
those older people who have developed 
senile or confused behavior. The fa- 
cility which cares for these people must 
have stricter controls, but they must 
also be flexible enough in program so 
that there may be opportunity for re- 
habilitation—a drawing of people out 
of the shadows of self-rejection and 
into a more meaningful life with its 
attendant rewards. 

The sponsoring groups must deter- 
mine for themselves how much or how 
little of this total program they desire 
to take on. In our group we feel that 
our primary responsibility lies in the 
care of those most in need of care 
which would be those in the second, 
third and fourth groups. We also be- 
lieve that with these three groups it is 
well to plan combination types of fa- 
cilities and programs. This has led us 
to a rule that every new home must be 
constructed to meet the licensing code 
for nursing care. In operation, we may 
use a home for all three of these cate- 
gories because we have found that it 
is beneficial for the people involved, 
that we can do a better job of helping 
people find meaning and value in life 
and so prevent to a marked degree the 
deterioration of the individual. Nat- 
urally, the intake program must be 
carefully planned so that a proper bal- 
ance is maintained in a given home 
between the number of people in each 


group. 


Licensing Needs 


It is at this point, then, that the need 
for sound licensing procedures becomes 
apparent. If we are to do the best job 
for the greatest number and at the 
lowest cost to the individual or the 
public, there must be a flexibility in 
licensing so that a good operator is not 
penalized for doing a good job, but is 
given incentive to do a better job. The 
first kind of home would perhaps need 
only a hotel-restaurant type of license, 
but we believe this should be under the 
Department of Health, nevertheless, 
because it is a health-welfare facility. 
The second would need what we call a 
boarding-care license but this should 
not be so limited that some degree of 
nursing care cannot be given. A situa- 
tion developed in one of our homes 
that was licensed to give boarding care 
only. This home is one in which we 
do provide staff for nursing care and 
an excellent program. We won't go 
into the technical reason why the home 
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“We repeat, in taking care of the aged, do not narrow your view- 
point only to those who are already old or who are providing direct 
care for the aged. Everyone should be concerned with caring for 
their elders. Old people want peace and quiet. Occasionally there 
are exceptions, my mother was one of these. But as a rule, old people 
want peace, devotedness and kindness. They will live their life of 
loneliness (etc.) with composure. The ones who can best install this 
into them are the ones who run the homes. 


Most Rev. Peter W. Bartholome, Bishop of St. Cloud 








did not have a nursing-care license. 
The case involved an old woman who 
had lived about a year in the home and 
now was to be removed because accord- 
ing to the rules she could not be classi- 
fied as a boarding-care case. It was 
pitiful. She was happy in the home, 
the staff could give the nursing care she 
required, but the state law was so rigid 
that she was forced out. The damage to 
the person was very severe. The cost 
to the family was high. The public re- 
lations problem for the home was diffi- 
cult. But nothing could be done. 

When this kind of rigidity prevails, 
individuals will hide illness from the 
staff for fear of having to move. Many 
persons will be damaged because of the 
insecurity that arises due to the un- 
certainty of their place in the home. 
A great deal of preventive therapy can 
be practiced in this type of home if the 
operator is permitted to have a license 
which has flexibility and can charge a 
reasonable rate for care. 

The third and fourth groups require 
a nursing care license. It is our convic- 
tion that the licensure procedures 
should be developed so that a compre- 
hensive care program can be developed 
to embrace the combination of services 
spoken of above even though they be 
given in one building. In some states 
this is being done, at least to a degree. 
In some states there are rigid lines 
drawn between the types of care. 
Where this is the case, there is little 
incentive for an operator to develop 
the preventive type of program for if 
a person makes progress from a nurs- 
ing-care category to a boarding-care 
situation, the operator is penalized by 
lower rates. In the long pull, the total 
cost of care could be substantially re- 
duced if the flexible, combination type 
license were to become general. 

As examples of what is meant by 
unwise practices in licensing proce- 
dures, two cases in two states illustrate 


the point. In the first instance the law 
states that a boarding-care home can 
have no more than one person in bed 
for care at a given time. This, regard- 
less of the staff or facilities available 
to provide good and effective nursing 
care. This means that people must be 
moved out regularly and at great cost 
emotionally and financially. In another 
state the law permits only one fee for 
the care of state aid cases—a flat fee 
for care whether it be boarding or 
nursing care. In our homes we have 
normally about 30 persons who are 
receiving nursing care at a cost to us 
of from $150—$200 per month. The 
flat rate is less than $100 per month. 
At the same time, the state aid person 
who is cared for in a proprietary home 
will be paid for at the rate charged by 
the home whether it be $200 or $300 
per month. The reason given for this 
difference is that our home is non- 
profit and does not pay taxes, whereas 
the proprietary home is operated for 
profit and does pay taxes. I’m sure the 
state is losing money fast in this ar- 
rangement and the law should be 
changed. 

A good licensing program is neces- 
sary in order to give adequate protec- 
tion to the people served, to protect 
also the interests of the operators and 
to enable the state to have a control 
over the program so that standards can 
be constantly under study which will 
work for the benefit of all. 

Someone has said, speaking of aged 
people, “Since they cannot count on 
the length of life, they must give it 
breadth and depth.” If we can develop 
a proper philosophy of care for the 
aged and infirm, and can implement 
this through well developed programs, 
governed by flexible licensing proced- 
ures, we can do much to insure the 
happiness and welfare, the breadth and 
depth of life for those whom we seek 
to serve. * 
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ST. EXPEDITUS HOSPITAL 


Dea Neeler Nechartarn—! 


Long time no hear from you; must be the summer doldrums. 

As I have said before, I sometimes think that a community rule or 
custom directing that you nuns write to your family at least once 
a month might be better than the one restricting writing during 
Lent and Advent. 

I've asked Sister De Sales to put you on the mailing list for 
"The Stethoscope," our bi-weekly hospital bulletin. Each issue 
has been featuring a different department of the hospital. The 
dietary department was most recently in the spotlight. It gen- 
erally includes a list of personnel in the department, some little 
personal items such as favorite hobbies, the number of children 
in their family if married and so on. Most departments have 
chosen a patron saint or saints, and so the last issue had two 
brief articles on Sts. Martha and Zita. The art work consisted 
of a reproduction of the murals of the two saints that are to be 
found on the walls of the corridor leading back to the main 
kitchen. 

There also was a little poem entitled "Rx for Dietitians" 
that I thought was very nice. It goes this way: 

"To be a dietitian, you must know how to cook, you must know 
how to dress plain foods, to give them a new look. You must know 
about calories, and fats and proteins, too, and in fact, your 
knowledge should embrace most every food in view. Not only must 
you know all this, but other things as well, such as human anatomy 
and what will make it jell. You must help make people thin or 
fat, depending on their needs, and when it comes to healthy lives, 
you plant the starting seeds. But most of all, you should eat 
what you tell others to, because you say it's good." 

The girls back in the special diet kitchen took a good deal 
of ribbing on the poem I hear .. . 'seems some of them never 
heard of the "grapefruit and egg" diet for reducing. 

Oh yes, the murals. That started last year. We hada 
Benedictine Father in as a patient. He happened to be an artist. 
In gratitude for the fine care St. Expeditus gave him, he sug— 
gested to Sister Rita Ann the possibilities of the apostolate of 
murals. Sister went for the idea in a big way, and since the good 
Padre had the summer off so to speak, he went to work as soon 
as he was able. 

So, we have St. Gerard Majella in OB, and Sts. Martha and 
Zita in the kitchen, St. Dymphna in the psychiatric unit and a 
few more. The murals provide an excellent opportunity to explain 
the Catholic viewpoint on love of God and neighbor to both 
patients and visitors. 'Sounds interesting, doesn't it? 


In Christ through Mary, 


Jala Buran 








84 HOSPITAL PROGRESS 











DEPARTMENTAL MEETINGS 
(Begins on page 55) 
hospitals and that consumption rates 
of similar departments can be com- 
pared to determine comparative usages 
of like supplies, and again correct 
those departments that lag behind 
others. He cautioned against discrep- 
ancies which “can be attributed to 

pilferage.” 

A panel discussion followed consist- 
ing of Sister M. Charlotte, Ad.PPS., 
St. Francis Hospital, Tulsa, Okla.; Sis- 
ter M. Rosarii, L.C.M., Little Company 
of Mary Hospital, Evergreen Park, IIl., 
and John W. Foley, ass’t administrator, 
St. Joseph’s Hospital, Flint, Mich. 

“In order to communicate effec- 
tively with management both manage- 
ment and the purchasing agent must 
have a mutual understanding of the 
subject.” Orpha Daly Mohr, director 
of purchasing and procurement, Chi- 
cago Wesley Memorial Hospital, Chi- 
cago, Ill., declared at the Wednesday 
Purchasing meeting. Mrs. Mohr 
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stressed the importance of proper re- 
ports both to the administrator and 
the purchasing agent. She pointed out 
that administrators, busy as they are, 
are interested in various reports: in- 
ventory reports, contract reports, re- 
search reports, budget reports, annual 
reports, etc. However, she cautioned 
her listeners that their most important 
consideration is that of purchasing and 
that reports are means to that end. 
The second speaker, Mr. Wes J. 
Budziszewski, director of purchasing, 
Milwaukee County, Milwaukee, Wis., 
speaking on “Interdepartmental Com- 
munication,” declared that only neces- 
sary and required reports should be 
made. He added that the best form 
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of interdepartmental communication 
is the purchase order. He supported 
his statement with the following illus- 
tration: A copy goes to the receiving 
clerk and he has all the information 
about how many items were ordered, 
where they are to go and any other 
information pertinent to his duties. 
Say for instance the purchase order is 
a five-part pullout form. Five depart- 
ments would then know that the order 
was placed and with whom—facts per- 
tinent to their records. 

He offered the following “ten 
commandments” as “designed to help 


you improve your skill as a manager, 
by improving your skill of communi- 
cation—with superiors, subordinates 
and associates.” 


1. Seek to clarify your ideas before com- 
municating; 2. examine the true pur- 
pose of each communication; 3. con- 
sider the total physical and human 
setting whenever you communicate; 4. 
consult with others, where appropriate, 
in planning communications; 5. be 


mindful, while you communicate, of the 
overtones as well as the basic content of 
your message; 6. take the opportunity, 
when it arises, to convey something of 
help or value to the receiver; 7. follow 
(Continued on page 98) 





r 


ae 


BARD-PARKER 


F  GERMICIDE 


B-P INSTRUMENT CON- 
TAINERS—companion 
| items for use with Bard- 
| Parker GERMICIDE 






® FORMALDEHYDE d 


GERMI 


A powerful, time-conserving chem- 
ical disinfectant for use in pre- 
operative preparation of surgical 
instruments. Non-rusting, non-cor- 
rosive, it protects and prolongs the 
useful life of surgical ‘sharps.’ 


Ask your dealer 





BARD-PARKER COMPANY, INC. 


DANBURY. CONNECTICUT 





GP 


B-P is a trademark 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


LALA AG AA TA 


87 








X-RAY © 


THE HISTORY OF RADIATION 


PROTECTION IN THE U. S._ 


O ANYONE WHO has started in 
je past few years to use radiation 
for any purpose, the matter of radia- 
tion: protection must appear to be a 
very. confusing business. To manage- 
ment, to the man in the street, and to 
some industrial and medical users of 
radiation it must appear that the 
problem of radiation protection is en- 
tirely new and that there is little ex- 
perience available on which to base 
any opinion as to what represents good 
practice. This, however, is not true. 
There is in the United States, a sus- 
tained awareness of the problem that 
goes back more than 60 years. There 
is also an organized and sustained 
program of radiation protection that 
has been in effect for more than 30 
years. 

Some of the misunderstanding that 
exists today stems from the discovery 
by the press that the problem is “news- 
worthy,” some of it from the politi- 
cian’s attitude that here is another 
thing from which he must protect the 
“people of our great country” and the 
labor leader's feeling that here is an- 
other bargaining point. Even those 
who have spent a long time in con- 
sideration of the problem find it diffi- 


*E. Dale Trout is consulting radiation 
physicist in the x-ray department of the 
General Electric Company, Milwaukee, 
Wis. The article, which is being pub- 
lished in two parts, is adapted from a talk 
he delivered earlier this year at the an- 
nual Technicians Conference sponsored 
by the Illinois Tuberculosis Association at 
Peoria, Ill. 


(Part One ) 


cult at times to set up a proper per- 
spective. In the final analysis, radia- 
tion protection, like all other problems 
involving the public welfare, becomes 
a matter of ethics and morals. 

The radiation protection problem 
has been a constantly changing one 
requiring changes in the methods for 
dealing with it, and there is no reason 
to believe that even current methods 
will long remain unchanged. It is un- 
likely that anyone today will see in 
print a final set of rules or even a final 
assessment of the magnitude of the 
problem. To better understand the 
present position, it is necessary to ex- 
amine what has been going on for the 
more than 60 years during which any 
part of the world population has been 
aware of any problem connected with 
radiation and its uses. 

Although man has always lived in 
a field of radiation from natural 
sources, he presumably was unaware 
of radiation until Roentgen announced 
his discovery of x-rays in 1895. Un- 
like most such discoveries, there was 
no latent period between the an- 
nouncement and world-wide applica- 
tion. The reason for this was the 
availability in every physics laboratory 
in the world of apparatus for produc- 
ing x-fays—a static machine and a 
Crookes tube. Previously used for the 
study of high-vacuum phenomena, this 
apparatus was within a matter of days 
being used for all kinds of fluoroscopy 
and radiography. 

Within about 30 days after Roent- 
gen’s announcement, Emil Grubbe of 
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Chicago reported radiation damage to 
himself in the form of a dermatitis on 
his hands. (It is interetsing to note 
that Dr. Grubbe died this year at the 
ripe old age of 84.) 

For some years there was a lively 
debate as to whether the biological 
effects were due to the x-rays or due 
to the electrical field surrounding the 
apparatus. Telsa, in his autobiography, 
describes his experiments from which 
he concluded that such effects were 
due to the electrical field. In the Jour- 
nal of Therapeutics for March 1900, 
Dr. Francis H. Williams recommended 
that all should follow Telsa’s sugges- 
tion and “interpose between the pa- 
tient and the tube a thin screen of 
aluminum grounded to a water pipe,” 
to shield the patient from the elec- 
trical field. 

By 1901 this idea was proven to be 
in error, for in that year in the Boston 
Medical and Surgical Journal there 
appeared two letters from William 
Rollins describing experiments in 
which, despite electrical shielding, 
guinea pigs had been killed by irra- 
diation and without any visible evi- 
dence of damage. Here is what Rol- 
lins said—"“A strong male guinea pig 
was placed in a grounded Faraday 
chamber and exposed to x-light for 
two hours a day, the source of light 
being outside. He died on the elev- 
enth day. The experiment was re- 
peated, with death on the eighth day. 
No burns in either case.” In the sec- 
ond letter, Rollins described the care 
of the experimental animals and the 
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controls. This would seem to be the 
first experiment and the first report 
on the lethal effects of total body ir- 
radiation. 

As a result of his experiments, Rol- 
lins advised physicians to wear glasses 
of transparent “nonradiable” material 
when doing fluoroscopy; surround the 
tube by a box of “nonradiable” mate- 
rial; use the smallest cone of rays that 
would cover the area under examina- 
tion, and cover the patient with “non- 
radiable” material, exposing only the 
necessary area.’ 

Even the legal problems associated 
with radiation are not new, for on 
Dec. 16, 1902, John E. Owens, attor- 
ney for the City of Chicago, wrote to 
Dr. H. Preston Pratt as follows: “I 
have the honor to tender you the ap- 
pointment of X-ray Expert and Elec- 
trical Diagnostician of the Legal De- 
partment of Chicago. This office has 
become necessary on account of nu- 
merous attempts at fraud through the 
evidence of x-rays and so-called elec- 
trical experts in claims against the 
city for personal injuries.” 

The first organized attempt to pro- 
mote radiation protection was made 
by the British Roentgen Society in 
November 1915 when it issued its 
“Recommendations for the Protection 
of X-Ray Operators.” The communi- 
cation made no attempt to set a dose, 
confining its recommendations to the 
thickness of lead required for shielding 
between the tube and the operator. 

The first attempt to define a dose 
was made in 1921 by the British X- 
Ray and Radium Protection Commit- 
tee. It established the concept of a 
maximum permissible dose without 
attempting to set any numbers for 
such a dose. 

In 1922 the American Roentgen 
Ray Society published a report of a 
similar nature. Both the 1921 British 
Report and that of the American So- 
ciety restricted their recommendations 
to the thickness of lead barriers. Up 
until that time only William Rollins 
had made any attempt to specify a 
safe dose, for in 1902 he had stated 
that “if a photographic plate is not 
fogged in seven minutes, the radiation 
is not of a harmful intensity.” So even 
film badge monitoring is not a new 
idea. 

The first clearly stated attempt to 
establish a maximum permissible dose 
was made by Mutscheller in 1925. He 
put the problem in its proper light 
when he wrote: “In order to be able 
to calculate the thickness of the protec- 
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tive shield, there must be known the 
dose which an operator can, for a pro- 
longed period of time, tolerate without 
ultimately suffering injury.” He sur- 
veyed a number of medical x-ray in- 
stallations in which operators had 
worked for several years without ap- 
parent injury and came up with a defi- 
nite dose by calculating the dose to 
which operators had been exposed 
over a period of one month. His sur- 
vey was made with an ionization 
chamber, without the benefit of the 
as yet undefined roentgen. He related 
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the tolerance dose to the dose required 
to produce a skin erythema. He said 
“It is entirely safe if an operator does 
not receive every 30 days a dose ex- 
ceeding 1/100 of an erythema dose.” 
Later calculations indicate that Mut- 
schellers’ tolerance dose was equivalent 
to about 0.2 roentgen per day. 

In 1928 the United States Advisory 
Committee was formed and in the 
same year the International Commis- 
sion on Radiation Protection was es- 
tablished. Although both bodies 
adopted certain rules aimed at ade- 
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quate radiation protection, neither had 
anything to say about a safe dose. In 
that same year, Herman Mueller, then 
at the University of Texas, reported on 
“The effects of x-rays on hereditary 
material,” and the genetic effects of 
radiation were made known. 

In 1931 the U. S. Advisory Com- 
mittee and the International Commis- 
sion on Radiation Protection endorsed 
a tolerance dose of 0.2 roentgen per 
day. The reasoning that went into the 
acceptance of this value is not appar- 
ent, but it is presumed that Mutschel- 
ler’s work, as well as that of Sievert in 
Sweden and other workers, was the 
determining factor. This seems a rea- 
sonable assumption since about that 
time Failla put the tolerance dose for 
radium at about 0.1 roentgen per day 
and Stenstrom put the dose at 0.16 
roentgen per day for x-rays. These 
values were translations of Mutschel- 
ler’s 1/100 of an erythema dose into 
terms of the recently defined roentgen. 

In 1936 the U.S. Advisory Com- 
mittee came out in favor of a dose of 
0.1 roentgen per day. The committee 
does not give a reason for reducing the 
dose, but subsequent statements by 
members of the committee indicate 
that it was due to the increasing use 
of higher energy x-ray machines which 
was expected to result in increased 
doses at a depth. It was deemed ad- 
visable to reduce the surface dose for 
the operator in order to keep the dose 
to the bone marrow at a safe level. 

The situation then as it existed at 
the end of 1936 was as follows. From 
1896 to 1936, the first 40 years, it had 
been the skin which was looked upon 
as the critical tissue. In 1936 the em- 
phasis was put on the dose to the 
haemopoietic system. Note too that 
throughout this period the term “tol- 
erance dose” was used. The tolerance 
dose is based on the concept of a 
threshold effect, that there is a repair 
process and that, so long as the rate at 
which exposure takes place does not 
produce damage at a rate greater than 
that at which repair takes place, there 
will be no permanent damage. In 
other words, there is no permanent 
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damage unless the threshold value is 
exceeded and such effects are dose rate 
dependent. 

The opposite of this is the concept 
of the linear dose effect. This concept 
implies that there is no repair process, 
that the effect is directly related to the 
dose regardless of dose rate, that there 
is no tolerance dose and that it is the 
accumulated dose that is the measure 
of the damage. It is this changing 
concept of radiation effects and the 
change from the tolerance dose theory 
to the accumulated dose idea that has 
created most of the confusion. One of 
the big problems today revolves around 
this transition and it should be kept 
in mind while examining what has 
been going on since 1936. 

The International Commission on 
Radiation Protection has always met 
at the time and place of the Interna- 
tional Congress of Radiology, which 
gathers every three years. They should 
have met in 1940. The onset of World 
War II, however, resulted in the post- 
ponement of the Congress of Radiol- 
ogy until 1950. During this period 
the Manhattan District project got 
under way and in 1942 the first nu- 
clear reactor was put into operation. 
Faced with a new and extensive type 
of radiation problem, the Manhattan 
District adopted the existing recom- 
mended tolerance dose of 0.1 roent- 
gen per day. To date, there is no evi- 
dence that this resulted in any radia- 
tion damage to the large number of 
people involved in the project. 

The advent of the nuclear reactor 
and the establishment of the large ra- 
diochemical industry that goes with it 
is often given as the reason for in- 
creased emphasis on radiation protec- 
tion. That is, however, only part of 
the story. Other contributing factors 
were the availability of new isotopes 
with great potential for biological and 
physiological research if they could be 
used with safety. Through the Manhat- 
tan District, large sums of money for 
the first time became available for re- 
search in radiobiology and new stud- 
ies, all bearing on the radiation effects 
On man, were started. 

A fact that is not so generally recog- 
nized is that in some quarters there 
had been a growing concern about the 
increase in radiation, because of its 
greater use in industry, medicine and 
dentistry. The war brought with it a 
great expansion in the industrial uses 
of x-ray. As health and hospital insur- 
ance programs were extended to in- 
creasing numbers of people, as mass 
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chest surveys became more prevalent, 
and as national health schemes went 
into effect, the total radiation dose in- 
creased and involved a major portion 
of the population of the advanced 
countries of the world. It should be 
noted, however, that all these uses of 
radiation involved the voluntary ex- 
posure of ‘the individual to radiation. 

The use of nuclear materials in war- 
fare with the resulting test programs 
altered the situation, for exposure to 
fallout was not voluntary. To some 
extent the same can be said for some 
peacetime uses of the nuclear energy, 


as for example, the operation of a 
power reactor which imposes environ- 
mental problems of an involuntary na- 
ture so far as the surrounding popula- 
tion is concerned. 

Medical and industrial radiation is 
a problem for the individual. Fallout 
and waste disposal are problems in- 
volving whole populations. In many 
aspects these are international prob- 
lems for they cannot be contained 
within nor barred by political bound- 
aries. This being the case, radiation 
protection has become an international 
problem. (To be concluded next month) 
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MENTAL HEALTH 
Rev. Fintan McNamee 
(Begins on page 60) 


but as a personal representative of Christ. However, it is 
also important to clarify to the parishioner that the vari- 
ous concrete circumstances which press upon him are to 
be seen as an address being made to him by God. He 
must be shown that it is a distinguishing feature of God 
that when He speaks, things happen. “Ipse dixit et facta 
sunt.” Happenings are His word. Man’s response to the 
events of his life constitutes his part of the dialogue that 
goes on between God and himself. Thus the pastoral 
counselor makes a distinctive’ contribution toward the 
solution of personal problems of the mentally ill by lend- 
ing them his vision, which sees beyond the immediately 
given tangible evidence. He adds understanding to both 
the individual and his circumstances by relating them to 
total reality, present, past and future, natural and super- 
natural. 

The third fundamental principle to be applied in 
pastoral counseling is the fact that human motivation is 
rooted in experience rather than in abstract concepts. A 
remark of Cardinal Newman is appropriate: “When 
you have moored giant ships with silken thread and 
quarried granite rock with razor blades, then you can 
hope to regulate human forces by the sheer strength of 
reason.” Priests, by reason of their intensive scholastic 
training along the lines of an Aristotelian philosophy, tend 
very strongly toward an intellectualist orientation to re- 
ality and life. This is not all wrong, but it is not all right. 
Something must be added. The existentialists have a 
point. 

By far the most important single element in the 
pastoral counseling situation is the parishioner’s experi- 
ence of the pastor-parishioner relationship when struc- 
tured along the lines described above. The pastor's at- 
titudes of sincere esteem and respect, his genuine con- 
cern, his recognition and acceptance of them as persons, 
the willing giving of his time and thus himself, the perma- 
nent commitment that he makes to them throughout his 
life span and theirs by his dedication to religion, which 
enters into every phase of their life, from birth through 
death and beyond—all combine to make the pastor- 
parishioner relationship a very significant experience for 
both of them. Thus the priest, not considering himself 
above the Master, follows the example of the Word 
made flesh and becomes a participator in the life of his 
parishioners as Christ's representative. 

This involvement or participation in the life of the 
parishioner, whether it be in crisis or in the daily pattern 
of living, is an intrinsic and indispensable feature of pas- 
toral counseling because pastoral counseling is but one 
phase of the pastor-parishioner relationship. Therefore, 
the pastor's contribution, whereby the mentally ill person 
is assisted in solving his personal problems, is in provid- 
ing this experience of a true person-to-person relationship 
which leads him toward a personal relationship with the 
personal God. This is no small contribution. To solve 
life’s problems is to find meanings to things. But nothing 
can have meaning unless the individual knows the mean- 
ing of his own existence. This, in turn, can be found 
nowhere except in a personal relationship to his fellow- 
man and to God. 

(Concluded next month) 
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LAW FORUM 


Cardiac Care 


and the Ls 


by WILLIAM A. REGAN, Attorney at Law e Providence, R.I. 


M@ PATIENT CARE, from a legal point of view, is adequate 
or substandard depending upon many factors. These in- 
volve the patient himself, the type of hospital and the 
quality of professional and paramedical care. 

HEART PATIENTS present some unusual medical 
problems, as every physician and hospital executive 
knows. They also create some unique legal responsibili- 
ties as evidenced by the following typical cases. 

CARDIAC ADMISSIONS are on the increase. Any rec- 
ord librarian can come up with some very revealing sta- 
tistics on this rateable increase in the past 10 years. As 
the quota continues to rise, administrators are well ad- 
vised to acquaint themselves with their legal obligation 
in the care and safe-keeping of such patients. 


CASES 


Judgment Favors Hospital in Heart Case 


Memorial Hospital v. Doring, Florida District 
Court of Appeal, Second District. No. 51. 

Otto Doring, 68, suffered a heart attack about 11:00 
p.m. on December 25, 1955. He was treated by a private 
physician, Dr. Novak, and remained at home in bed. 
About 4:00 the next morning Dr. Novak again examined 
the patient and arranged for his admission to hospital. 
The patient was taken there in an ambulance and was 
admitted to the hospital at approximately 5:00 a.m. 

The patient was quite sick and weak from his at- 
tack but did not lose consciousness. He was put to bed in 
a regular hospital bed without bed-rails. Dr. Novak gave 
the hospital detailed instructions for treatment of the 
patient, including one that he have “absolute bed rest.” 
About 8:00 a.m., a nurse and an x-ray technician found 
the patient walking in his room trying to get to the 
bathroom. They put him back to bed, and an x-ray was 
taken of his chest to show his heart and lungs. About 
11:00 am., Dr. Novak again saw the patient and dis- 
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covered on the patient’s right buttock a “brush burn” or 
bruise of the type caused by brushing against a hard 
object while falling. The bruise was covered by a 
bandage. 

Four days later, on December 30, the patient’s com- 
plaints of pain in his right shoulder prompted Dr. Novak 
to order further x-rays. Examination of these x-rays re- 
vealed that the patient had a broken right arm at a point 
just below the shoulder. Re-examination of the original 
x-ray also disclosed the fracture. There was no evidence 
that the patient had injured his shoulder prior to his 
admission to the hospital. It seems to be established, 
therefore, that the patient injured his shoulder after his 
admission to the hospital but before the hospital per- 
sonnel found him out of bed. 

The patient filed suit against the hospital, charging 
that he suffered a broken arm while a patient in the 
hospital and that the injury resulted from the hospital 
staff's negligence in improperly caring for him while 
he was in a helpless state, mentally and physically. The 
hospital filed an answer containing a general denial and 
a plea of contributory negligence. 

At the trial, the hospital moved for a directed ver- 
dict at the close of patient’s testimony and again at the 
close of all the evidence. The court denied both motions. 
The jury returned a verdict of $7,500 for the patient. 

The decision of the lower court was reversed on 
appeal. The point involved on this appeal is whether 
there was any evidence tending to show that the hos- 
pital fell below the required standard of care in failing 
to take steps to assure the patient would not get out of 
bed and injure himself. To answer this question, it 
must be determined whether the circumstances shown 
above were sufficient to charge the hospital with notice 
of the patient’s danger to himself. 

Relying upon Dr. Novak's testimony that he did 
not order bed-rails placed on patient’s bed because he 
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did not think they were necessary, the hospital argues the 
evidence showed no negligence on the hospital’s part. 

The author agrees with the appellant hospital that 
the record in this case contains no evidence showing a 
violation of the standard of care imposed upon the 
hospital. The patient having failed to prove what stand- 
ard of care existed under the circumstances of this case 
and, further, that the hospital failed to meet the stand- 
ard, the trial court should have directed a verdict for 
hospital. 

The record in the case is silent as to what the hos- 
pital should have done that it failed to do. Dr. Novak 
testified that he did not think bed-rails were necessary. 
The patient admits that he did not need special nursing 
care. The doctor’s instruction that the patient should 
have “absolute bed rest” was insufficient to charge the 
hospital with notice that the patient should be kept under 
constant watch lest he get out of bed and injure him- 
self. Judgment for the hospital. 


Unattended Heart Patient Sustains Injury 


Emory University v. Lee, Georgia Court of Ap- 
peals. No. 37,128. 

The patient, a 54-year-old man, suffered a heart 
attack and he was admitted to the defendant hospital. He 
was given various sedatives, including morphine. Be- 
cause of the administration of drugs, the patient became 
bereft of reason and feared that hospital attendants were 
trying to kill him. During one of his irrational periods, 
the patient managed to escape from his room and from 
a number of hospital attendants who made no effort to 
restrain him, although he was supposed to be confined 
to bed. The patient then made his way down a hospital 
corridor and into a utility room where he jumped from 
a window, sustaining serious injuries. 

In an action for damages, the patient had the ver- 
dict and judgment on the ground that the hospital's 
employes failed to take special care of him, which was 
required because of his known mental condition. On 
appeal, the hospital contended that the evidence would 
not support a finding that the patient was not given 
treatment which measured up to recognized medical 
standards. The medical testimony was in substantial ac- 
cord that patients suffering from myocardial infarction 
should be restrained physically as little as possible, but 
it was agreed that irrational patients must be restrained 
physically so that they cannot injure themselves or other 
patients. 

One of the defendant's witnesses advanced the in- 
credible medical opinion that it is better for a patient 
with a heart condition to be permitted to fall 20 feet 
from a window and sustain serious injuries than physi- 
cally to restrain him. 

This court was of the view that the jury properly 
found on the basis of the testimony that the hospital’s 
nurses and attendants failed to exercise reasonable care 
toward the patient in view of his known mental condi- 
tion. The judgment for the patient was affirmed. 


Patient Injured Under Sedation Denied Recovery 


Marsh v. St. Petersburg Hospital, Florida District 
Court of Appeal, Second District. No. 524. 

The patient, a 70-year-old woman, suffered a heart 
attack at about noon on May 7, 1955. Her doctor gave 
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her a sedative and had her removed to the defendant 
hospital. She arrived at about 12:50 p.m. The patient 
does not remember anything that occurred between the 
time she received the sedative and about five a.m. the 
next morning, May 8, 1955. At that time, she awoke in 
her hospital bed and realized she was vomiting and 
gagging. She attempted to ring for a nurse, and though 
she “nearly pulled the bell cord out of the wall,” no one 
came. She then tried to get to the foot of the bed, but 
she had difficulty because of the oxygen tent which was 
over her. She finally got free and struggled toward the 
foot of the bed, vomiting all the while. She intended 
to call a nurse, but upon getting near the foot of the 
bed, she was seized with a particularly bad vomiting spell 
and fell out of bed onto her back. All of this took about 
20 minutes. When she fell she screamed, and a nurse 
immediately came into the room, put her in a chair, had 
the room cleaned up and returned her to bed. The 
patient had suffered a broken rib and a compressed 
fracture of the spine. 

The basis of both counts of the complaint filed 
against the City Hospital was as follows: 

“Plaintiff was left unattended in a bed without guard 

rails or any device to safeguard against her falling from 

said bed, and as a direct and proximate result of said 
carelessness and negligence of Defendant’s agents and 
employes in said hospital, Plaintiff sustained a fall .. .” 

Trial was had and, at the conclusion of the plaintiff's 
evidence, the defendant moved for a directed verdict on 
the grounds that the plaintiff had failed to prove either 
negligence or breach of contract. The trial judge granted 
the motion, and the jury brought in a verdict for defend- 
ant, upon which a final judgment was subsequently 
entered. 

The question involved was whether there was any 
evidence that the hospital fell below the required stand- 
ard of care in failing to take steps to assure that the 
patient would not get out of bed and injure herself. 

Referring to a similar Missouri case, the court 
observed: 

“It is not disputed that all the authorities hold that 
private hospitals owe to their patients such ordinary care 
and attention as the mental and physical condition of such 
patients reasonably requires. The law demands reason- 
able care, such care as a reasonable man would take 
under the circumstances existing; but no man is required 
to take measures against a danger which the circumstances 
as known to him do not suggest as likely to happen.” 

In sustaining the judgment for the hospital, the 
court ruled: 

“There being no testimony that reasonable care on the 

part of the nurse or the hospital under the circumstances 

shown in this case required the installation of bed rails, 
the evidence was insufficient to warrant the submission 
of this issue to the jury.” 

The author is of the opinion that the lower court, 
under the allegations of the complaint and the evi- 
dence, did not err in directing a verdict in favor of the 
defendant hospital. 

Bear in mind that while the law in every state dif- 
fers to an appreciable degree, the judicial admonitions 
contained in the cases above, reflect the broad legal prin- 
ciples applicable everywhere. You would be less than 
honest yourself to assume that your state supreme court 
would rule otherwise than in these reported decisions. 
Digest the opinions referred to above, then with the 
aid and advice of your corporate counsel, review your 
policies and procedures for the care of cardiacs. * 
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DEPARTMENTAL MEETINGS 
Purchasing 
(Continued from page 87) 


up your communication; 8. communi- 
cate for tomorrow as well as today; 9. be 
sure your actions support your com- 
munications and 10. seek not only to 
be understood but to understand—be a 
good listener. 


Medical Records 


ESTABLISHED POLICIES are essential 
to the communication process of the 
hospital, Dr. Charles U. Letourneau, 
editor of Hospital Management and 
director of the hospital administration 
program at Northwestern University, 
Chicago, Ill, told a medical records 
departmental meeting Tuesday after- 
noon. Sister Mary Conceptia, C.S.S.F., 
chairman of the C.H.A. committee on 
medical records from Blackwell Gen- 
eral Hospital, Blackwell, Okla., pre- 
sided. 

Unfortunately, too many people are 
acting and doing things in hospitals 
by rule of thumb, Dr. Letourneau ob- 
served, whereas procedures would be 
much more sensible and consistent if 
pursued in the light of established 
policies. At the same time, however, 
he noted that policies must be re- 


Now St. Louis’ great St. Anthony's Hos- 
pital has case-history files as modern 
as its shining operating rooms. 

New labor-saving economy — now the 
files come to the clerk, at the touch 
of a finger-tip to Wassell Corres-File 
revolving tiers. Gone is the time-con- 
suming push-pull labor of drawer filing. 
New streamlined beauty—Wassell Cor- 
res-Files transform a once cluttered 





viewed regularly, since what is accep- 
table today may not be so tomorrow. 
In this respect, the medical records li- 
brarian must exercise a proper un- 
derstanding and knowledge of estab- 
lished policies, if she is to interpret 
properly these policies to others. 

“Policies,” Dr. Letourneau continued, 
“often originate by some one making 
suggestions to someone else.” Here, 
the medical records librarian can 
prove of assistance to the administrator 
by recommending new policies or 
changes in existing ones, he said. Such 
recommendations are necessary if pol- 
icies are to be made most effective, he 
pointed out, but they should be pre- 
sented tactfully. The medical records 
librarian’s interpretation of policies to 
members of the medical staff is also 
dependent on the ready willingness of 
the person being addressed to listen. 
Too often, Dr. Letourneau observed, 
the doctor is not listening when the 
librarian begins talking. 

In policies centering on the re- 
lease of information, it is important 
that the records librarian be up-to-date 
on happenings outside the hospital 
which should be taken into considera- 
tion, Dr. Letourneau said. Hospital 
policies should be consistent with state 





Wassell Rotor-Filing “ for a New Era of Personnel Productivity in Hospitals 


file room into a spacious library, in- 
viting and useful in new ways. 

Plus massive space-saving—today five 
years’ records (48,000) are at hand ina 
room that once was seriously crowded 
with only three years’ files. 

Find out about the files that are as 
modern as your technology. Write or 
mail coupon for the Wassell Rotor- 
Filing story—today. 


WASSELL ORGANIZATION INC., Westport, Conn. 
Effective Tools for Effective Management 
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statutes, so as to be capable of uniform 
interpretation, he pointed out, citing 
as example Wisconsin and Connecti- 
cut where patients are allowed by law 
to see their own records, should they 
so desire. 

Care also must be exercised in the 
interpretation of policies when deal- 
ing with attorneys, insurance compan- 
‘ies and others, Dr. Letourneau empha- 
sized. Many hospitals, he noted, do not 
fully understand the importance of 
safeguarding records and why, in this 
respect, policies are so essential. 

Following Dr. Letourneau’s address, 
a question-and-answer period was 
conducted by a panel of two record 
librarians, Sister M. Davidanne, O.S.B., 
St. Benedict’s Hospital, Ogden, Utah, 
and Sister M. Flavian, O.S.F., St. Jo- 
seph’s Hospital, Milwaukee, Wis. 


Nurse Anest. & O. R. Nurses 


A PRACTICAL APPROACH to the con- 
trol of infections, particularly in the 
Operating room, was urged in an ad- 
dress by Dr. Anthony J. J. Rourke, 
hospital consultant from New Ro- 
chelle, N.Y., at a departmental meet- 
ing of nurse anesthetists and OR. 
(Continued on page 102) 
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St. Anthonys Hospital, St. Louis 
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NEW Safety PATIENT ROOM FURNITURE 


BY HUNTINGTON 


In keeping with its high quality standards known the world over HUNTINGTON has created a new group 
of patient room furniture with the accent on § This has been achieved under the supervision of 
James L. Angle who has had 380 years of specialized experience with all types of hospital furnishings. 
With this new and complete group you will save valuable nurses’ time, obtain more patient comfort and 
substantially lower your maintenance cost. 


The 6000 patient room group includes: 


(1) the new Safe 6000 Mid-Hite Bed which helps to 
eliminate falling-from-bed accidents, saves nurses’ time 
and is available with motorized Gatch spring and 
safety sides. 


Please mail Hospital Catalog No. 140: 











(2) The new 6003 Overbed Table with non-skid base 
and swivel vanity drawer with mirror. Name 
(3) the new 6002 Bedside Chest with automatic Address 
stops on all drawers and spill-proof sliding shelf for 
nurses’ convenience. Bottom drawer is ventilated for 
utensils. HP-8-60 


Wood furniture by HUNTINGTON for every room in the hospi- 
tal, nurses’ and staff residences is designed for today and 
tomorrow by Jorgen Hansen and Jens Thuesen. 


Attach to your letterhead and mail to: 
HUNTINGTON FURNITURE COR- 
PORATION, Huntington, W. Virginia. 











SLEEPING SEATING OINING OFFICE 
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CANON LAW 


Investment 


aaa HAS BEEN DEFINED as 
the expenditure of money for ac- 
quiring productive real estate, or the 
change of a sum of money into an- 
other form of property, e.g., stocks or 
bonds. ‘Therefore, investment pri- 
marily is the conversion of money into 
income-producing property or into 
claims to income for the purpose of 
obtaining income. Usually a tempo- 
rary bank deposit or money deposited 
on call at interest is not an investment 
because the prime consideration in 
such a deposit generally is adminis- 
trative convenience. 

Investment differs from speculation 
(which is forbidden by canons 142 
and 592): investment has as its mo- 
tive the hope of regular income; specu- 
lation is characterized by the hope of 
profit from resale. Speculation gen- 
erally involves greater uncertainty and 
risk than investment does. Speculation 
does not include the prudent adminis- 
tration of securities entailed in selling 
less profitable securities for more fa- 
vorable and equally safe securities; in 
such cases the proper permission re- 
quired for the change of investment 
would have to be obtained (canons 
532, §1; 533; 1539, §2; and see “per- 
missions needed” below). 

The constitutions of each religious 
institute must be consulted for that in- 
stitute’s particular law and regulations 
about investments (canons 532, §1; 
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by FRANCIS N. KORTH, S.J. 


533, $1). If the investment is subject 
to the power of the local Ordinary, 
consult the chancery office. 


Permissions Needed To 
Invest Money 


For investments the following per- 
missions are needed. 
1. Permission of the local Ordinary is 
necessary: 

A. In all congregations of religious 
women: 

1) For investing the dowries 
of the professed. 

2) For investing funds do- 
nated or bequeathed to a 
religious house for expendi- 
ture in that locality for di- 
vine worship or charity: 
(N.B.: this binds congre- 
gations of men also). 

3) For every change of invest- 
ment of (1) and (2): 
(N.B.: change of (2) also 
binds congregations of 
men). 

B. Moreover, in diocesan congre- 
gations of religious women and 
in monasteries of nuns: - 

1) For every investment of 
money (e.g. dowry, etc.). 

2) For every change of invest- 
ment. 

Furthermore, for (1) and 
(2), mums require the per- 








mission also of the regular 

superior if they are subject 

to him. 

All the above permissions (c. 533) 

are required for Jicttness.' But if 

money is given to a parish or mis- 
sion, or to any religious for the ben- 
efit of a parish or mission, then the 
prior consent of the /ocal Ordinary 
of that parish or mission is required 
for the validity of the investment 
and for every change of investment 

(c. 533; $1, 4°). 

2. Permission of higher internal su- 
periors is needed for investments 
and for changes of investments ac- 
cording to the constitutions (c. 
S500). 

N.B.: This holds for a// religious. This 
permission is required for validity 
in so far as the investment is an 
act of extraordinary administration 
(canons 532, §2; 1527, §1). See the 
constitutions of each religious in- 
stitute for clarification of this point. 
The provision of c. 1527, §1 that 
the permission be given im writing 
is for licitness. 

3. If you are administering property 
belonging to a religious institute, 
the norms given above are applica- 
ble. If you are administering di- 
ocesan property, consult the chan- 
cery office for directives about any 
investments and changes of invest- 
ments (see, e.g., c. 1539, §2 for 
changing securities; c. 1523, 4° 
for investing surplus funds; etc.). 


N.B.: 


Investment of Money Obtained 
From Alienation 


According to c. 1531, §3 money ob- 
tained from alienation must be in- 
vested cautiously, safely and usefully, 
whenever that money is not required 
for implementing the just cause (ur- 
gent need, evident advantage for the 
moral person, or piety) specified in 
the petition for permission to alienate. 
Permission would be necessary to use 
such funds for purposes other than in- 
vestment (i.e., a return in some way to 
the fixed capital from which the money 
came) since such money retains the 
quality of fixed capital. The permission 
to use these funds for purposes other 
than investment, when there is ques- 
tion of alienation for which the per- 
mission of the Holy See is required, 
can be requested of the Holy See by 
submitting the petition for both per- 
missions at the same time. If permis- 
sion not of the Holy See but of the 
local Ordinary is required for the act 
of alienation, then further permission 
of the Holy See is necessary to use 
money realized from the act of aliena- 
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tion for purposes other than invest- 
ment if that money is not needed for 
the just cause mentioned in the peti- 
tion for permission to alienate. 

If the permission to make the al- 
ienation also indicates how or by 
whom the money obtained from the 
alienation is to be invested, such in- 
dication is to be followed. Otherwise 
the superior or administrator may de- 
termine the mode of investment (aside 
from the rare case in which the orig- 
inal donor of the property now being 
alienated might have provided norms 
regarding the investment of the pro- 
ceeds in case alienation became advis- 
able). 

The Sacred Congregation of the 
Council, in a Declaration of December 
17, 1951 (Canon Law Digest IIl, 
581), requires that investment of 
money realized from acts of alienation 
subject to its jurisdiction be made in 
immovable property only. Acts of 
alienation involving property owned 
by religious institutes or their houses 
do not fall under this norm or regula- 
tion, since religious are subject to the 
Sacred Congregation for Religious. 


Investment of Surplus Money 


Administrators of ecclesiastical 
property should invest for the benefit 
of the ecclesiastical moral person sur- 
plus money which remains and can be 
profitably invested after all expenses 
are paid (i.e., money not needed for 
current Operating expenses). The con- 
sent of the proper authority is to be 
obtained for the investment. For 
money belonging to a religious insti- 
tute, consult above, “permissions 
needed to invest money.” For invest- 
ment of surplus diocesan money, c. 
1523, 4° states that the consent of the 
local Ordinary is required. If the 
amount of surplus money is so small 
as to make investment impractical, this 
provision of the law would not apply. 

It seems that this investment of it- 
self would not necessarily change 
money that is liquid capital into fixed 
capital. (See a previous article, “Ali- 
enation and Debts—Part I,” under the 
explanation of fixed or stable capital.) 


‘Cf. Vromant, De Bonis Ecclesiae Tem- 
poralibus, 3rd edition (1953), nos. 245 
and 270; De Carlo, Jus Religiosorum 
(1950), nm. 209; Muzzarelli, Tractatus 
Canonicus de Congregationibus luris Dio- 
ecesant (1943), n. 156; Schaefer, De Reli- 
giosis, 4th edition (1947), n. 715, other- 
wise in n. 849; Byrne, “The Investment of 
Church Funds,” The Jurist XI (1951), 
44-45, 50. 
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Fewer patient movements! 
Time- and nurse-saving! 








FOR YOUR PATIENTS—FOR YOUR STAFF 








Nothing 
takes the 

place of the 
amazingly versatile 


RELIANCE 
MODEL 41-AA HYDRAULIC STRETCHER 


For the hospital: saves your nurse-power (and what’s more 
important these busy days?). This one stretcher “does everything”: 
receiving room, emergency room, shock therapy treatment and 
recovery room! 


For the patient: minimum movement—and maximum comfort 
and safety from admittance to recovery. 


© Top positions, maximum ease, hydraulically © One lever locks all 4-casters. 

from 2912 to 401% inches. ¢ Trendelenberg position ovtainable in 
e Reduces nurse-fatigue. 7 seconds without cranks or ratchets! 
¢ Non-binding, self-storing, rigid safety sides. e Fully conductive upholstery and casters. 





MODEL 25-AA ALL-PURPOSE STRETCHER 








Patient moves from emergency to operating room, to bed with 
minimum handling! Priceless nurse-hours are saved while patient 
enjoys the ease of modern “Reliance” equipment. 

(For use in Emergency Rooms, X-ray therapy treatment, minor surgery, examination, etc.) 


e 11 inch hydraulic height adjustment. 
¢ Conductive rubber tires with single lever, 4-wheel brakes. 
e Available with conductive cover. 


POPOOO ODIO DODO DOD ODO DO OPDODDDODDOODDOOPOOODODODDODIODID “= ODD OOD 


PRESTO! The right height in this 
MODEL 404 ANAESTHETIST’S STOOL 
. .. adjustable instantly from 21 to 31 inches. 


Consider attractive appearance, foam rubber cush- 
ion comfort, durability, and you'll agree that the 
“buyword” in Stools is “Reliance” Model 404. Con- 
ductive wheels, conductive upholstery, posture back. 


Other models available. Write for brochure. 





best since 1898 


RELIANCE F. & F. Ty KOENIGKRAMER CO. 


Dept. HP-8-60, 96 Caldwell Drive, 
Cincinnati 16, Ohio 
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DEPARTMENTAL MEETINGS 
Nurse Anest. & O. R. Nurses 
(Continued from page 98) 
nurses Tuesday afternoon. Brother 
Dominic, C.F.A., administrator of 
Alexian Brothers Hospital, Chicago, 
Ill., presided. 

There has been too much depend- 
ence on the “two-edged antibiotic 
sword” in recent times, and attention 
must be refocussed on adequate aseptic 
procedures, Dr. Rourke stated. “It is 
unfortunate that the generation of to- 
day,” he observed, “is not conscious 
of the strict regulations necessary to 
control the spread of infection.” If 
the strict controls which existed in 
hospitals in former years could be 
transplanted into the operating rooms 
of today, the rate of infection would 
decrease, he said. 

There is no one method for con- 
trolling infection in surgery, Dr. 
Rourke continued, since there is little 
agreement as to the ways in which in- 
fection might be transmitted, for ex- 
ample, by air, carrier or even the ar- 
ticles which come into contact with 
the patient. Where airborne infec- 
tions are the problem, he pointed out, 


an effort should be made to see that 
air is not being drawn into the operat- 
ing room and that a strict control re- 
garding traffic, masks and _ packs 
should be instituted. 

He said that in some instances 
where the threat of infection was 
greatest, hospital personnel them- 
selves were found to be carriers. In 


such cases, he added, the ultra violet _ 


ray has done much to decrease the rate 
of infection. He insisted on the use 
of clean uniforms to be worn only in 
surgery and not later worn in the pa- 
tient areas, the laboratory or cafeteria. 
All working in the operating room 
should wear masks and those who en- 
ter the room should be kept to a 
minimum. The air entering an oper- 
ating room should be such as not to 
cause increased circulation of dust 
particles, he said. 

Rules of behavior in surgery are 
still too lax, Dr. Rourke declared, and 
all hope for improvement lies in an 
“eternal vigilance,” based on a moral 
as well as medical responsibility. Proper 
structural safeguards and ventilation to 
help prevent the spread of infection 
are the responsibility of administra- 





tion, he said, adding that there are still 
vast areas in patient care where the 
responsibility lies with the nurse and 
the nurse anesthetist. 

Some 325 sisters, brothers and lay 
personnel attended the afternoon 
session. 


Nursing Service-Personnel 


THE ABILITY TO LISTEN coupled with 
respect for the “whole” person— 
whether patient, employe, supervisor 
or administeator—formed the basis of 
four talks delivered in nursing service 
and personnel sessions on Tuesday and 
Wednesday. 

Some 500 sisters and lay nurses at- 
tending the first departmental meeting 
heard Renilda Hilkemeyer, R.N., di- 
rector of nursing at the University of 
Texas M. D. Anderson Hospital and 
Tumor Institute at Houston, describe 
communications as “the core of all 
management operations.” The meet- 
ing, presided over by Sister Mary 
Alice, O.S.F., personnel director of St. 
Francis Hospital, Peoria, Ill., also fea- 
tured on the program Mary S. Harper, 

(Continued on page 110) 


Wh ich is the Best Retirement Plan 
for Your Hospital? 


Before you Paw, Check These 
eFOre Seasee 





Group Division 


Group Division 


AEtna Life Insurance Co. 


Hartford 15, Connecticut 


If you haven’t already answered this question, it’s 
likely you'll be facing it in the future. You'll get 
the kind of information you need to guide your 
decision in the free booklet, 12 Examples of 
Actual Hospital Pension Programs. 

Before you start your planning, check this 
folder for the important details of actual retire- 
ment plans designed to meet the needs of 12 dif- 
ferent hospitals. Send the coupon today . . . no 
obligation of course. 

A salaried AEtna Life Representative is avail- 
able to help you and your insurance advisor work 
out the best plan for your hospital. 
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! would like-to see your booklet, “12 EXAMPLES OF ACTUAL 
HOSPITAL PENSION PROGRAMS.” 
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4ETNA LIFE 


INSURANCE COMPANY 
Hartford 15, Connecticut 





Hospital 





Address 








Affiliates: AAtna Casualty and Surety Company 
Standard Fire Insurance Company 
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the traditional warmth of walnut in trend-setting design 


The friendly charm of Satin Walnut creates a rich and secure 
atmosphere... in keeping with today’s concept of patient care. 


A —E59-9W-4 Electric Adjustable Height Bed 
B—3-1950 Overbed Table 

C—3-1108S Hi-Back Convalescent Easy Chair 

D—3917S Arm Chair 

E—3055 Double Chest* 

F—3002 Bedside Cabinet* 

Also available 

* M59-8FW-2 Manual Adjustable Height Bed 
* Patient Controlled Electric Spring 


= 
' SHAMPAINE 7] Industry 


‘Designed by G. Luss of Designs for Business, Inc. 


Functional simplicity ... provides easy cleaning plus 
a trim, uncrowded look in every room. 


Carrom 3000 brings you a craftsman’s choice of Walnut 
woods, Walnut finished hardwoods, Mist White Formica and Satin 
Chrome... all blended into rugged, durable units. 


Trend-setting!... with ideas and innovations you haven't seen before! 


WRITE CARROM 3000 PLANNING DIVISION FOR DETAILED INFORMATION 


arrom imdustries inc. 


LUDINGTON, MICHIGAN 
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by MOTHER MARY ROSALIA, F.M.M. 


Joseph P. Kennedy Jr. Memorial Hosp. 


Brighton, Mass. 
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M “You can’t see, can you?” 

The question was abrupt, but not unkind. Kenny's 
earnest brown eyes, more than his voiced query, sought 
for an answer from the piano tuner. 

The man smiled slowly, thoughtfully. 

“No, I can’t see—but I can walk.” 

The sentences hung tangibly in the classroom air. 
The kindergarten teacher shifted uneasily on her chair 
beside the bed cart—too late now to change the subject. 

“Gee, that’s too bad—that you can’t see, I mean. I 
can see. I can look out the window right now and see the 
trees and the car and the sun outside ...” His little body, 
smaller than his six years warranted because of the rav- 
ages of repeated fractures due to osteogenesis imperfecta, 
tensed with grave explanation. A body cast covered him 
from the waist to the toes leaving his arms free for kinder- 
garten activities. The seriousness of his voice did not es- 
cape the piano tuner, whose pleasant “plunk-plunk” had 
already eased the atmosphere. 

“What else do you see, Kenny? Tell me.” 

The teacher breathed easily again. 

“I see the lawn outside, and the playgrounds. And 
here comes Jack near the building now, carrying some- 
thing. Hi, Jack!” 

“Kenny—you know, I think we'd make a great pair. 
What do you say we become partners when you grow up? 
We could work together—you would see for me and I 
would walk for you. How about it?” 

The teacher went on with her lesson. But she had 
learned far more in those brief moments than she could 
teach others in years. It was remarkable, she mused. But 
not unusual—not here; nothing outstanding could really 
be classed as wnusual here. She had long since become 
accustomed to cease wondering at the heroism of little 
people in this Hospital. Children—barely old enough to 
have the use of reason—already have accepted the heavy 
cross of a handicap with a wisdom and peace that amazes 
adults. Boys and girls, as young as three or four years of 
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CARDINAL CUSHING is an enthusiastic competitor at Annual 
Field Day activities at Kennedy Memorial Hospital. 


age, walk up and down the long shining corridors of the 
hospital, encased in braces from the waist to the feet 
and gaily proclaim to the world that they are overcoming 
a handicap that might paralyze the will power of an adult 
as effectively as it had afflicted their small bodies. 

Ten years ago the area opposite the Marine Hospital 
in Brighton, Mass., was little more than a newly-con- 
structed yellow brick building in low bungalow architec- 
ture. However, a moving drama began inside those yellow 


TRAIN RIDE aboard “Kennedy Special” is a source of joy and valu- 
able therapeutic exercise for children. 












brick walls on Sept. 8, 1949. The Joseph P. Ken- 
nedy Jr., Memorial Hospital, owned and staffed by the 
Franciscan Missionaries of Mary, was the result of many 
hardworking plans intermingled with the hopes of Bos- 
ton’s beloved Cardinal, the then Archbishop Richard J. 
Cushing. He alone could envision a center such as this 
for children afflicted in body and in mind. And he 
provided—in a singular manner—the actual sustaining 
support and encouragement that promoted the edifice from 
an idea to a reality. 

The Kennedy Memorial Hospital proudly records the 
stages of its progress and growth which highlight its his- 
tory and development. Plans in 1949 had provided for 
three separate buildings: St. Catherine’s Hall, the Ken- 
nedy Memorial Hospital and administration building and 
St. Anthony’s Hall. Each of these halls or buildings was 
subdivided into two units, each to accommodate 25 chil- 
dren. The three main groupings at this time were con- 
valescent, physically handicapped and mentally retarded 
children. As time passed, efforts were centered on the 
original purpose of this hospital: rehabilitation services 
for handicapped children. His Eminence founded other 
archdiocesan institutions for the care of convalescent chil- 
dren, the retarded and children requiring temporary shel- 
ter. All the facilities of the Kennedy Memorial Hos- 
pital were concentrated then on expanding a “team” re- 
habilitation program for children who could benefit from 
this type of medical and therapeutic care. 

The hospital accepts children with a diagnosis of 
orthopedic or neuromuscular conditions and amputees, as 
well as children with syndromes indicating brain damage. 
Evaluation before admission by a therapeutic and medical 
team determines the extent to which the needs of each 
child can be met by the hospital. Admission is always 
on a trial basis with periodic re-evaluation to determine 
the program and length of stay. 

All children who are admitted to the hospital are 
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MOTOR RESPONSES are recorded by camera. 













PHYSICAL THERAPY encourages independence even as it instills 
a sense of pride and warm accomplishment. 


first screened in the Marian Rehabilitation Center, opened 
in February of 1955. The Marian Rehabilitation Center 
is an ambulatory service for the followup care of dis- 
charged patients and also for the treatment of physically 
handicapped or brain damaged children who can benefit 


from a rehabilitation program while remaining in the 
family circle. 

During the year of 1955 a polio epidemic ravaged 
the younger population of Boston and kept all hospitals 
in a state of emergency activity combating the crippling 
disease. Ideally equipped for rehabiliation services needed 
in the post-acute stage of polio, the hospital received 








INGENUITY overcomes 


ANIMAL surgery a 
andicaps. 


assists research. 


OCCUPATIONAL THERAPY is geared to individual handicaps. 
Special apparatus helps teach children the activities of daily living. 


70 children stricken with the disease, for whom it ini- 
tiated an intensive program aimed at restoring physical 
independence. The greater majority of these children are 
now patients in the Marian Rehabilitation Center. 

In February, 1956, the hospital received full accredi- 
tation as a special pediatric hospital from the Joint Com- 
mission on the Accreditation of Hospitals. That same 
year, through the generosity of the Ford Foundation, a 
medical intensive-care unit was constructed within the 
hospital’s existing facilities. Bed capacity was reduced 
from 150 to 125 to improve medical services to the 
acutely ill handicapped patients. 

Further progress was made during the year 1956 
through the introduction of the neurological research 
program under the direction of a full-time neurologist. 
Two years later a specially constructed building, the 
Knights of Columbus Research Center, was officially dedi- 
cated and cpened by His Eminence, Cardinal Cushing, on 
Oct. 12, 1958. This building comprises laboratories for 
the clinical and experimental studies of the functions 
of the nervous system. There is a shielded room for 
studying brain waves and other electrical phenomena of 
the nervous system, a complete experimental operating 
suite, a special laboratory for the sectioning, staining and 
microscopic study of brain tissue, a chemistry laboratory 
and cold room and facilities for the housing and care of 
experimental animals. 

Virtually nowhere in neurology has there been so 
little accumulation of factual data as in the cerebral pal- 
sies. Disorder of voluntary movement is a prominent 
feature of cerebral palsy, but only in recent years has there 
been afforded a glimpse of the altered physiology in this 
condition. The clinical picture of cerebral palsy, as now 
known, is in general over-simplified and inaccurate, and, 
from studies at the hospital to date, it is apparent that 


(Concluded on page 109) 
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“OLDWAY"'— Up to 22 service outlets clut- 
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“CENTRON-10 WAY" 


service lines for back-to-back installation. 


Requires only 8 








All auxiliary equipment may be consoli 





dated into the one neat console. No sepa 





rate fixtures need be ordered. 







Please visit our booth #455 at the 
A.H.A, 62nd Annual Meeting. 





With Centron-10, hospital bedrooms can be bright, cheerful and almost home-like 
which may reduce the patients’ anxieties and hasten his recuperation. For pleasant 
general illumination, Centron-10 features a fully enclosed, plastic shielded indirect 
lighting component. The narrow beam reading lamp adjusts to any convenient and 
normal reading position. A high intensity, color-corrected exam light on an extend- 








able arm remains in whatever position the doctor chooses. The integral night light 

ry is usefully located. Centron-10 also provides for 2-way nurse call systems,* oxygen 
LentrontO and vacuum systems,** phone outlets, TV lead-ins and convenience outlets. An 
intravenous, apparatus support which swivels out of the way when not in use is 

also available. *Such as Executone **Such as N.C.G. 
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Patents Pending 


SUNBEAM LIGHTING COMPANY 





HM-801 
FULL BODY 
IMMERSION TANK 


“Figure 8" design per- 
mits all parts of the 
body to be reached 
from either side with- 
out entering tank, Twin 
Electric Turbine Ejec- 
tors provide double 
action hydromassage, 
Overhead hoist facili- 
tates handling of non- 
ambulatory patients. 
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PARAFFIN BATH 


(for hand, wrist, 
elbow or foot) 









Stainless steel, ther- 
mostatically controlled 
electric hecting unit, 
dial thermometer. Re- 
movable stand. 
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MA-105 
MOISTAIRE HEAT 
THERAPY UNIT 


Delivers temperature- 
controlled moist heat 
safely and effectively. 
Complete with stain- 
less steel treatment 
hood, table, latex 
foam table pad, nylon 
moistureproof curtains 
and 4-quart filling can. 
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SB-100 
HUDGINS MOBILE 
SITZ BATH 


For postoperative rec- 
tal or postpartum care 
of the perineal area. 
Sturdy stainless steel 
and aluminum con- 
struction. Optional 
maintenance electric 
heater. 





ELECTRIC CORPORATION 
Reach Road, Williamsport, Pa. 
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charging 





enough to 
depreciation? 


Obsolescence is becoming a more and more important factor 
on the hospital cost sheet, thanks to the continuing improve- 
ments in the efficiency of equipment. In many cases, prior 
depreciation methods do not recognize this trend. 

Hospitals that have asked The American Appraisal Company 
for a study of the remaining lives of their assets are able to 
present the trustees a more accurate report of operating costs. | 


and 


The | 
AMERICAN APPRAISAL. 


® Home Office: Milwaukee 1, Wisconsin 
Company Offices in 18 cities coast-to-coast 
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Each 4-oz. serving contains more cd 
| than 70 milligrams of Vitamin C. ,-° 


4/ Nothing to add but water Pg 
+/ High Nutrition—Low Acidity 


So easy to prepare! A 2-lb. 
vacuum-packed tin of the 
new Lasco Orange Break- 
fast Drink Granules 


make 69 four-ounce 
servings ...» 
cious, nutritious 





More Vitamin C than in Fresh 
or Frozen Orange Juice! 
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ORANGE BREAKFAST DRINK 


GRANULES 


ORANGE 
BREAKFAST DRINK 
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And Your Old Favorites 
DELUXE 


LYN Son FROTHY 


GRANULES 


2 gallons of water 
deli- 


The American Appraisal Company offers your hospital years | | and economical! 
of specialized experience. Every American Appraisal report is | *  _in 15 delicious flavors (Orange, 
backed by detailed facts that compel acceptance. These facts | : Lemon, Lime, Grape, Pink ramen, 
avai i informati ruit Punch, Orange Pineapple, etc.). 
are always available. Write for more information. | ~— : F Praise serving containg 90 milligrams 
¢ _ of Vitamin C (an S.P. Units 0! 
SINCE 1696...LEADER IN PROPERTY VALUATION | details! .° Vitamin A in some flavors). The 10-oz. jar 


* makes 7 gallons of beverage for less than 
- 2¢an 8-o0z. glass! 


ALLEN FOODS, INC. 


Finer Foods for Hotels and Institutions 
4555 GUSTINE ¢« ST. LOUIS 16, MISSOURI 


See our Booth #115, A. D. A. Convention 
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THE THREE Rs 
(Begins on page 104) 


the present classification of cerebral palsy is in need of 
reappraisal and revision, 

Outstanding investigators from the Tufts and Har- 
vard University Medical Schools are on the research ad- 
visory committee of the hospital. Clinical studies and in- 
vestigations are being made at the present time to define 
the clinical picture of cerebral palsy, to indicate the inter- 
relationship of the various syndromes and to elucidate 
the physiological mechanisms of movement disorders. 
Correlated with this program is a study undertaken by the 
members of the neurological research department at the 
hospital to examine a series of normal infants at the St. 
Margaret’s Hospital in Dorchester, Mass., in order to de- 
fine more precisely the mechanisms of motor develop- 
ment. Animal studies are being undertaken to enable a 
more precise delineation of the physiological nature of 
the motor deficits in cerebral palsy in addition to provid- 
ing more complete information regarding certain func- 
tions of the central nervous system. The research program 
at this hospital is also concerned with developing im- 
proved methods of treatment of children affected by cere- 
bral palsy. 

In the fall of 1959, construction began on a new 
surgical wing for the hospital proper. The great need for 
this surgical unit derived from the very nature of the 
children treated at the hospital and the severity of their 
multiple handicaps. 

All these and many other thoughts filled the mind 
of the kindergarten teacher as she mentally reviewed her 
past years of teaching experience at the hospital. She 
remembered that the motto of the Franciscan Missionaries 
of Mary is: “Ecce Ancilla Domini”—"Behold the Hand- 
maid of the Lord.” How fitting! —for handicapped children 
are in very truth other Christs. They are bound to physical 
handicaps as He was nailed to the Cross. No word of 
complaint escapes their lips. They are helpless, dependent, 
suffering. What is done for them is done for Christ. In 
serving them, one truly is the Handmaid of the Lord. 

A saying of the Venerated Mother Foundress of the 
Religious Institute, Mother Mary of the Passion, “We 
can never do enough for souls,” embodies the watchword 
of the dedicated lay and religious personnel of the hos- 
pital. 

There is a depth of meaning in all the dedicated 
services of the personnel. There is purpose and order to 
every act of the day, even the most insignificant. There 
is peace and satisfaction at the close of each busy day. 
There is the joy that the world cannot begin to offer, for 
the suffering Christ is the One who is served in the guise 
of handicapped children at the Kennedy Memorial. 

“No,” the teacher thought, “one can never do enough 
for these handicapped little ones. When a child who has 
been normal is suddenly stricken with polio or another 
disease and finds his arms and legs useless, when another 
who has been born with cerebral palsy comes face-to-face 
for the fust time with the extent of his limitations, when 
4 lovable little brain-damaged child realizes that the other 
children avoid him because of the guttural sounds that 
come out when he attempts to speak—when each and all 
of the youngsters look to you for sympathy, guidance, 

understanding and help—no task is too difficult or time- 


consuming.” * | 
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WECK 
INSTRUMENT AGREEMENT 


—a service and a saving never before 
offered to hospitals 


You agree to a $500. minimum annual purchase—ordered 
as needed by your hospital with but a $50. initial order. 


Every Weck-branded instrument purchased by you dur- 
ing this agreement will be date-stamped. On all such 
instruments (except knives and blades) you will receive 
ina FREE REPAIR AND SHARPENING 


The dates on the instruments will permit you to verify 
the 2-year repair period and check the longevity of Weck 
instruments. 


You will also receive a 5% discount on all other repair 
service during the period of this agreement. 


In addition you will receive a 5% discount on all of your 
Weck instrument needs for the next 12 months. 


You will receive additional discounts for large individual 
orders. 


And remember—“ Weck branded” means just that—instru- 
ments made by Weck at the Weck plant. 


With our date-stamped instruments and free repair 
service, you will prove to yourself that Weck surgical 
instruments are the most economical of any brand of 
instrument you could buy. If we weren’t so positive of 
our own fine quality we could never make such a guaran- 
tee as this. 


If your Weck representative has not yet contacted you 
to explain this revolutionary plan, please write for full 
information to: 


BDWARD WECK & COMPANY 
Division of Sterling Precision Corp. 
135 JOHNSON STREET, BROOKLYN 1, N.Y. 
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DEPARTMENTAL MEETINGS 


Nursing Service-Personnel 
(Continued from page 102) 


assistant chief of nursing education at 
Veterans Administration Hospital, Jef- 
ferson Barracks, Mo. 

In her address, Miss Hilkemeyer 
stressed the importance for the nurs- 
ing staff of accepting the patient as 
“an individual, with self-respecting 
status.” Nursing personnel, she con- 
tinued, “must make the patient feel 
they are interested in him as a person 
and not as ‘that gall bladder’ or ‘that 
patient in bed one’. He is entitled to 
be called by his name.” 

It is equally important, she said, that 
the patient know who the nurses are. 
In a Catholic hospital where non-Cath- 


Ti 





STERIL 


ie 4 PF, 


"TAIN'T | 
STERILE! 


olic patients may come for care, they 
are not always familiar with proper 
terminology. Time should be taken, 
she emphasized, to explain the various 
procedures affecting the patient. 
Within the nursing departments 
themselves, communications will prove 
most effective, Miss Hilkemeyer con- 
tinued, when each employe has a clear 
understanding of the chain of com- 
mand and provision has been made for 
the flow of information back and 
forth. Some employes, she noted, may 
be fearful of going to religious super- 
visors with their problems. They must 
be made to realize that sisters can and 
do appreciate family problems which 
might interfere with the “on the job” 
situation, so that a climate wherein the 
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employe feels free to speak and to be 
heard can be established as a basis 
for effective communication. 

At the same time, the religious su- 
pervisor should identify with the needs 
of her employes, Miss Hilkemeyer 
stated. To be the team leader in her 
administrative position, the religious 
must be “one of the group,” while still 
maintaining the respect due her posi- 
tions both as administrator and as a 
religious. 

Mrs. Harper, in the second address 
of the Tuesday session, urged the im- 
portance of being a good listener in 
any process of good communications, 
A good listener, she pointed out, is 
one who has subject matter, looks for 
responses, is aware of opportunities to 
generalize, determines concepts and 
detects emotionally controlled words. 





Sr. Mary Antonia, S.C.N. 
Med. Tech.-Purchasing 


The poor listener, on the other hand, 
listens only for facts, splits his atten- 
tion, submits to emotional words and 
is prone to criticize the speaker. 
Programs of employe orientation 
were discussed and analyzed in the 
Wednesday session presided over by 
Sister Mary Agreda, C.S.A., director of 
nursing at St. Agnes Hospital, Fond du 
Lac, Wis. Speakers at the meeting, 
which attracted some 180 people, in- 
cluded R. E. Frank, personnel director 
of DePaul Hospital, St. Louis, Mo., 
and Sister M. Francis Magdalen, O.S.F., 
director of nursing service at St. Fran- 
cis Hospital, Poughkeepsie, N.Y. 
Orientation for new employes, Mr. 
Frank pointed out in his address, in- 
cludes not only the formalized hos- 
pital program but also all the con- 
tacts and happenings during the first 
stages of their employment. “Where 
there is centralized personnel,” he con- 
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tinued, “the personnel director should 
have the major responsibility for con- 
ducting the general orientation to the 
hospital.” This orientation should not 
be confused with job training—the 
particulars of a job, he stressed. Rather, 
“it deals with things which affect all 
employes in a similar way and to a 
more equal extent.” 

The initial orientation program 
should seek to explain to the incom- 
ing employe the activities, benefits 
and regulations that affect all workers 
and to acquaint him with the physical 
lay-out of departments in the institu- 
tion, Mr. Frank said. He cited in this 
respect the use of audio-visual aids. 

Sister Magdalen, while pointing 
out that no two orientation programs 
will be identical at any two hospitals, 
at the same time emphasized the need 
for a “well-planned and systematic in- 
duction program, tailored to the par- 
ticular institution and yet flexible 
enough to be adapted to the needs of 
each individual.” She outlined a five- 
day orientation program among nurs- 
ing service personnel, which includes 
the preparation of a folder contain- 
ing organizational charts for the new 
employe, the distribution of an em- 
ploye handbook, an explanation of 
nursing service policies, a job de- 
scription, instruction for charting and 
samples of the various forms to be 
used. 

It is also important, Sister Magda- 
len continued, to familiarize the new 
employe with the philosophy of the 
hospital and the spirit of dedication 
among personnel. In this instance, she 
cited the value of a tour of the hos- 
pital’s various departments as “a good 
way to help the new person see and 
begin establishing good inter-depart- 
mental relationships.” 


Pharmacy 


DR. GEORGE F, ARCHAMBAULT, PhC., 
DSc., chief, Pharmacy Branch Divi- 
sion of Hospitals, U.S. Public Health 
Service, addressed the Tuesday phar- 
macy meeting on “Recent Legislation 
Affecting Pharmacists.” He prefaced 
his remarks with the statement that 
“There is nothing permanent but 
change in this world” and urged phar- 
macists to be cognizant of changing 
legislation. 

He explained the following: 1. that 
the mailing of narcotics is not con- 
trolled by the Harrison Narcotic Act, 
but by Postal Regulations; 2. that pre- 
scriptions containing tax-free alcohol 
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in the near future may be given to out- 
patients who are charged a clinic fee; 
3. that it is no longer necessary to reg- 
ister water stills; 4. that records of pre- 
scriptions for ail legend drugs filled by 
phamacists shall be properly filed and 
kept for five years, instead of three 
years as previously; 5. that there is not 
a dual standard, one for hospital phar- 
macies and one for retail; both have 
the same rights if they are licensed 
pharmacies, both have the restriction 
of refilling only on the authority of 
the prescriber; 6. that two of the issues 
of the year will be the legislations con- 


new style POST-OPERATIVE STRI 
"with DUAL CRANK CONTROL 








cerning the medical care of the aged, 
which will involve all pharmacists, 
hospital and retail, and further stipu- 
lations concerning barbiturates and 
amphetamine which will probably 
place them under a control similar to 
narcotics; 7. that from the Kefauver 
hearing may stem a more adequate 
method of inspecting drugs, a compul- 
sory licensing of drug manufacturers, 
a reviewing of drugs before being 
shipped and a return to non-proprie- 
tary with house identification names 
instead of trade names, and 8. that in 
(Continued on page 117) 
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ing. The back support is securely geared to 
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in use. 
é 3. Practically the same back support, designed 
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NURSING SERVICE 








Trends and Challenges 


Flier OR FORTY YEARS AGO hos- 
pitals did not have much to work 
with. There were no wonder drugs; 
very little in the way of antibiotics; no 
equipment to compare to today’s really 
efficient mechanical aids; oxygen was 
used as a last resort and there were 
fewer nurses, percentagewise, than at 
the present time. The gasps and pleas 
for air, the heroic but usually fruitless 
efforts to combat the pneumonias, the 
stench of draining wounds, the moans 
of the fever-ridden, the seriousness and 
fatality of infections, the strong and 
disagreeable antiseptic odors are 
among the many, many other unfor- 
gettable impressions of hospitals of 
those times. Fortunately, such “hope- 
lessness” is no longer associated with 
the hospitals. 

A phenomenal advance has been 
made in medical science and education 
in the past 20 years; and the present 
atomic age promises even more 
astounding medical advances. To the 
majority of persons, the hospital is no 
longer a place to be feared—although 
there may be some trepidation because 
of the cost involvement—but the old 
associations and the invisible legend 
over the door, “Abandon hope all ye 
who enter here”, have been dissipated 
and have been replaced with whole- 
some respect and hopeful attitudes. 
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by BROTHER LEO GODWIN, C.F.A. 


Contrary to some opinions, the hos- 
pital is more patient-centered than 
ever before and concerned with patient 
care, based on scientific methods and 
research. It is in this great emphasis 
on the scientific method, that the per- 
sonal element has been somewhat sub- 
merged and this, coupled with the 
fact that nurses do not have the time 
to stand around and chat, has given 
rise to the opinion that hospital per- 
sonnel are not interested in the sick as 
persons but as cases. 

What are some of the implications 
behind this great advancement in med- 
ical science for the nursing service? 
Every advance in medical research 
and its eventual integration into the 
treatment of patients, has meant a 
change in the preparation of nursing 
service personnel. In many instances, 
the advances have been so rapid that 
to keep up, or even catch up, has been 
a real challenge. By the time some 
new nursing procedure is considered 
sound and safe, it may be almost 
obsolete. The increasing need for more 
technical knowledge and a_ better 
understanding of management proc- 
esses have changed the whole field of 
nurse education, both from the tech- 
nical and financial aspect. Students 
spend less time on the wards and 
more and more time in the classroom 


Conducted by Viola Bredenberg 


‘ 


Director of Nursing Service 
Alexian Brothers Hospital 
Elizabeth, N.J. 


preparing themselves to meet the 
needs of this scientific age and to 
effectively manage the various levels 
of personnel needed for the care of 
the sick. Nursing service is not only 
faced with shortages but with the 
problem of equipping its professional 
staff with the necessary “know how” 
of personnel management. 

From the standpoint of shortage, 
here are a few revealing statistics: 
The ratio of active graduate nurses to 
population has increased in every 
decade—from 55 nurses to each 
100,000 population in 1910 to 249 
nurses to each 100,000 population in 
1950. In 1920, active nurses were 
less numerous than physicians but 
today there are approximately two 
nurses to each physician. This would 
seem to indicate not a shortage but 
the opposite. However, the number 
of nurses employed by federal agencies 
has multiplied sevenfold since 1930— 
from 4,703 to more than 31,000. The 
number of active nurses in “new- 
hospital” employment has increased 
from nine per cent in 1930 to more 
than 25 per cent in 1955. These 
figures do not include private duty 
nurses. Although the total number of 
graduate nurses has increased, the rate 
of increase has been decreasing. For 
example, from 1920 to 1930, there 
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was a 79 per cent increase; from 1930 
to 1940 only a 23 per cent increase 
and from 1940 to 1950 only a 15 per 
cent increase. There are various rea- 
sons for this decline in the number of 
professionaly trained nurses — less 
schools of nursing due to increased 
standards and requirements; more posi- 
tions with better pay and steady hours 
outside of the hospital, and greater 
costs in nurse education and degree 
preparation for key positions. It has 
been estimated that only one out of 
three ever graduates. 

In 1932 there was an average em- 
ployment of 15 graduate nurses per 
each 100 patients in general hospitals. 
In 1956 this number had increased to 
32 graduate nurses for each 100 pa- 
tients in general hospitals. However, 
this doubling of the ratio has been 
offset by the shorter work week; the 
greater demands on the nurse’s time 
due to shorter term stay and more 
complicated diagnostic and treatment 
procedures the nurse must either as- 
sist with or perform. The modern 
marvels of surgery require more in- 
tensive patient care which further off- 
sets the increase in numbers of nurses. 
Nurses do in three to five days what 
they once did in 14 days or more. 
The need for more nurses is unques- 
tioned but how the need is to be met 
and what is being done about it now 
is of immediate concern. 

It is obvious that immediate relief 
will have to be sought outside the 
area of basic training and education. 
Even if the number of enrollees in 
nursing schools increased, it is doubt- 
ful whether hospital nursing would ac- 
quire appreciable numbers of them— 
at least, not until better working con- 
ditions and personnel policies are uni- 
versally provided, perhaps making the 
working situation more attractive. The 
only alternative is to better utilize 
present nursing personnel. It is in 
this area that the trends to be men- 
tioned are being used. Studies have 
shown that there are five ways in 
which utilization of nursing personnel 
can be improved by at least 30 per 
cent: 

1. Assignment of nursing personnel 
according to work-load require- 
ments; 

2. Organization of the nursing 
service department to provide 
more effective supervision and 
control; 

3. Improvement of personnel poli- 
cies to reduce rate of turnover; 

4. Maintenance of nursing units of 
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a reasonable size and design to 
provide maximum efficiency; 


5. Use of industrial methods of 
work performance where appli- 
cable. (For example: seeing 
that work materials are brought 
to the user, thus saving valuable 
time that would be lost in his 
running to various places for 
supplies. ) 

Many of: these ideas have been in- 
corporated into the team concept of 
nursing. Simply stated, this method 
attempts to provide personnel for any 
given work-load—with each member 





of this “team” being assigned those 
things he is capable of doing. The 
team leader, a graduate nurse, is re- 
sponsible for those assigned to him 
and, through the conference technique, 
makes the assignments more meaning- 
ful both to the patient and the team 
members themselves. Total care— 
physical, mental and spiritual—is the 
goal of this method and it is proving 
itself in many areas where it is being 
used. To some extent, this method is 
restoring “personality” to the patients 
as the complaint is heard that the pa- 
tient is “just a case number” and no 

















longer a person when functional 
methods for nursing care of patients 
are used. 

Another concept, or trend, is pro- 
gressive care, wherein patients are as- 
signed to designated areas with special- 
ized teams of personnel, according to 
the acuteness or stage of their illness, 
from the critical to the convalescent 
and self-care phases. Staffing is planned 
according to patient needs. New hos- 
pitals are being designed with this 
concept incorporated into the physical 
plant. For example, homelike areas 
for the self-care units and dining areas 
where the patient is instructed in diet 
preparation are included. In existing 
hospitals, the plan is modified to fit in 
with the physical plant. Of course, 
there is no panacea for hospital nurs- 
ing ills, but more and more hospital 
staffs are studying their particular 
needs with such ideas mentioned above 
as “sights” or “goals.” Good nursing 
care standards have to be determined 
by each hospital nursing staff. Ac- 
crediting agencies set only minimum 
standards. The institution itself as- 
sumes the responsibility not only of 
establishing its norm but providing 
the means of attaining this desired 
goal with the maximum efficiency and 
economy. Intensive care units, with 
skilled professional staffing around-the- 
clock and post-anesthetic and recovery 
units gauged to meet emergency and 
immediate care, are other modifications 
of the concept of the progressive pa- 
tient care method. Safe and effective 
nursing care of the acutely ill is the 
immediate concern of all hospitals. 
The public, the majority of whom are 
covered by some type of insurance, 
must be brought to realize that short- 
term hospitals are primarily for the 
acutely ill although they are used to 
some extent for diagnostic studies. 
Hospitals cannot be “rest homes,” 
“sobering-up stations” or purely diag- 
nostic institutions. As community 
agencies, the local hospitals need as- 
sistance from the public in securing 
funds, volunteer workers and recruits 
to nursing—if the hospital is to func- 
tion to its fullest capacity. Truly, hos- 
pitals are trying to be patient-centered. 
The best, more highly motivated per- 
sonnel are vitally concerned, as can 
be attested by the expensive inservice 
programs being conducted within most 
hospitals. 

Nursing service as well as the med- 
ical profession is attempting to meet 
the challenges of research and 
discovery. * 





HOSPITAL PROGRESS 




















DEPARTMENTAL MEETINGS 


Pharmacy 
(Continued from page 111) 


writing any statement for legal mat- 
ters pharmacists should be sure that 
the wording and language are precise. 

Concerning state legislations Dr. 
Archambault urged the pharmacists to 
warn their administrators and attor- 
neys to be on the alert for any legis- 
lation which will affect the status of 
the hospital pharmacy. He said that 
in those states where hospital experi- 
ence is not recognized as pre-training 
for licensure, hospital pharmacists 
could urge a change. He added that 
if it is necessary to write to an attor- 
ney or to the state as to the validity 
of any act, pharmacists should make 
sure that the statement going out is 
precise in wording and language. 

In the use of the Formulary, he 
stated that the use of identical drugs 
may be correct and ethical. The nurs- 
ing station containers must indicate 
what is actually in them and the use 
of drugs as designated by generic 
names is not determined by the phar- 
macist and the administrations with- 
out the consent of the Pharmacy Com- 
mittee and/or staff. In the dispensing 
of drugs to outpatients, if the phar- 
macy is registered, any thing which is 
included in the object-clause of that 
hospital is perfectly legal. If the phar- 
macy is registered, it has the right to 
do as it pleases in this matter. 





Stephen W. Vasquez 
Hospital Engineers 


Communication as applied to hos- 
pital pharmacy has its origin in an 
order for medication placed by the 
physician on a patient’s chart and this 
constitutes a written prescription, S. 
Walter Foulkrod, Jr., attorney at law, 
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told the same pharmacy meeting. Mr. 
Foulkrod counseled against oral com- 
munication of a written prescription 
unless the oral communication be 
made necessary because of an emer- 
gency, in which event a written com- 
munication should be surrendered to 
the carrier of the medication when it 
is delivered to the nursing station. He 
advocated that the complete content 
of the verbal orders be written by the 
R.N., who receives the order and that 
she record who commuted it and at 
what time of the day. He further main- 





tained that the hospital policy should 
require that this order be signed by 
the prescriber at his first visit to the 
nursing station. 


Hospital Engineers 


THE IMPORTANCE of clear mes- 
sages, follow-up instructions and well- 
defined lines of responsibility was 
urged at a departmental meeting for 
hospital engineers Wednesday after- 
noon. Michael Ganey, engineer at St. 
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AMERICAN HOSPITAL SHOW Civic Center—San Francisco 
Aug. 29-Sept. 1—Booth 817 


Vincent Memorial Hospital, Taylor- 
ville, Ill., presided over the session at- 
tended by some 90 people. The speak- 
ers were Setphen W. Vasquez, dean of 
the St. Louis University School of 
Commerce and Finance, St. Louis, Mo., 


| and Joseph H. Lilly, chief engineer at 
| St. John’s Hospital, Springfield, Ill. 
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The process of intradepartmental 
communication, Mr. Vasquez noted, 
involves not only the sending of mes- 
sages but the need to be understood 
as well. The sender should have the 
message tholight out before hand, in 
order to assure clarity. The language 
should be precise yet easily under- 
standable and should be phrased to at- 
tract the attention of the reader im- 
mediately. The sender also should 
“follow through” to make sure that the 
receiver of the message does under- 
stand it. 

Mr. Vasquez also suggested the use 
of evaluation lists rating individual 
employes as well as the tasks to be 
done. The supervisor, he continued, 
should seek to convey a sincere feeling 
and genuine interest in the individual 
and his work, attempting to under- 
stand his employes, rather than judge 
them. At the same time, he added, 
good supervision entails constructive 
criticism that avoids vagueness. 

The second speaker, Mr. Lilly, ad- 
mitted that the area of communica- 
tion among maintenance personnel and 
others does exhibit elements of frus- 
tration and misunderstanding. “Much 
of the problem of no communication,” 
he observed, “is related to timidity and 
lack of clear cut lines of responsi- 
bility.” 

He listed various “helpful tools” to 
create more effective communication 
for maintenance departments. Clerical 
help, he said, expedites the flow of 
information to all concerned, while 
standing orders help maintenance and 
operating personnel know what is ex- 
pected of them. Verbal communica- 
tions should be followed up by writ- 
ten memoranda and messages, with 
accurate descriptions of parts and serv- 
ices so as to avoid time waste. Note 
should be made of the inventive abili- 
ties of the individual engineers, and 
conferences should be held frequently 
with the administrator and depart- 
ment heads, Mr. Lilly suggested. A 
“tickler file’ should be set up to in- 
sure that requests and parts ordered 
are taken care of, and those operating 
special equipment should be educated 
in its proper usage so as to insure that 
it is not mistreated. The administra- 
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tion of the department, he continued, 
should be conducted along the lines of 
the hospital organization chart, as this 
will eventually eliminate the problems 
of “too many bosses.” 

In achieving more efficiency, he con- 
cluded, “we need to increase our out- 
put or decrease the input. Economy 
will result when we have made known 
what we are trying to do and what we 
expect of others in order to do it.” 


X-ray 


COURTESY AND THOUGHTFULNESS 
based on a consideration of each pa- 
tient as a total human being, rather 
than a number or anatomical part, was 
urged at the x-ray departmental meet- 
ing Wednesday afternoon. Some 150 
people attended the meeting, which 
was presided over by Sister Thomas 
Aquinas, C.S.J., R.T., x-ray supervisor, 
St. Joseph’s Hospital, Kirkwood, Mo., 
and former chairman of the C.H.A. 
X-ray committee. 

Preliminary explanations of x-ray 
examinations, the use of proper names 
and an over-all awareness of certain 
patient annoyances and embarrass- 
ments were cited as key items toward 





bettering doctor-patient relationships. 
Theme of the two-hour conference, 
which featured a panel discussion and 
question and answer period, was 
“Building the House of Harmony.” 

Sister Mary Joan, Ad.PPS. R.T., 
x-ray supervisor, St. Clement’s Hos- 
pital, Red Bud, Ill, moderated the 
panel discussion, which included Sister 
M. Leonette, O.S.F., R.T., x-ray super- 
visor, St. Joseph Hospital, Milwaukee; 
Miss Rita M. Peirick, R.T., chief tech- 
nician, Misericordia Hospital, Milwau- 
kee, Wis.; Dr. T. J. Pfeffer, radiologist, 
St. Francis Hospital, Milwaukee, Wis., 
and Dr. Armand E. Brodeur, radiolo- 
gist, Cardinal Glennon Memorial Hos- 
pital for Children, St. Louis, Mo. 

In her opening remarks, Sister Mary 
Joan emphasized the application of the 
four cardinal virtues of justice, tem- 
perance, fortitude and prudence in the 
daily lives of x-ray personnel and their 
relationships with patients. To these, 
Dr. Brodeur added a fifth virtue— 
compassion—and the admonition to 
“be kind, be gentle.” 

In the discussion which followed, 
Dr. Brodeur, assuming the role of “pa- 
tient,” outlined the following typical 
grievances: short hospital gowns, lack 


in WASTE RECEIVERS 


Exclusive new styling, never before 
available in professional waste recep- 
tacles—plus the distinctive highlights 
of stainless covers, pedals and handles 
as standard equipment — now gives 
your hospital the advantages of smart, 
modern design and longer-lasting, 


wear-resistant utility. 


See your dealer or write for folder 


No. S-438. 


MASTER METAL PRODUCTS, INC. 
Buffalo 5, N. Y. 


P.O. Box 95 


PAIL HANDLE 
ALWAYS OUTSIDE 


Prevents Contamination from Infectious 
Waste Patented Feature 


When pedal is de 
pressed, pail can 
be removed with 
Out contact with 
contents 


With cover closed 
receptacle can be 
moved about with 
same handle 


AUGUST, 1960 








of food and water over a long period 
preceding examination and a certain 
loss of personal identity by such ref- 
erences as “that abdomen.” The doctor 
referring the patient, Dr. Brodeur con- 
tinued, also should explain to the pa- 
tient before time the general details 
of the examination to take place as 
well as offer an approximation of the 
length of time the procedure will take. 

Dr. Pfeffer offered several sugges- 
tions as to how x-ray personnel might 
alleviate such grievances. The use of 
the patient’s name, he pointed out, 
helps to relieve the feeling of strange- 
ness. At the same time, he observed 
that the hungry patient is inclined to 
be unhappy. “Patients are under- 
standably irritable if they are made to 
wait until late in the morning with 
absolutely nothing by mouth,” he said. 
He stated that an acceptable proced- 
ure would be to supply patients with 
coffee or tea up to about one hour 
prior to examinations. He also urged 
the importance of preliminary explana- 
tions, suggesting that explanatory leaf- 
lets summarizing the details of x-ray 
examinations should be distributed 
among the patients. Such leaflets al- 

(Concluded on page 138) 
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Personnel Changes 


@ SISTER MARY URBANA, O.S.F., has 
been appointed superior of St. Jo- 
seph’s Hospital, San Francisco, Calif. 
Sister Mary Agnes has been named 
administrator. Sister Urbana replaces 


| Sister Mary Rosalia, who had been 





superior for the past 45 years until 
her transfer to St. Ann’s Hospital, Los 
Angeles. Sister Agnes was formerly di- 
rector of nursing for 25 years. 


M@ SISTER MILDRED, C.S.J., has been 
named administrator of New Iberia 
Parish Hospital, New Iberia, La., and 
Dr. Nelson Clay Boudreaux, Jr., of 
Jeanerette has been named chief of 
staff. 


@ SISTER MARY FLORITA, O.S.F., has 
been appointed superior and adminis- 
trator of St. Charles Hospital, Aurora, 
Ill. She replaces Sister Mary Anita, 
administrator for the past four years 
who was transferred to St. Francis 
Hospital, Freeport. 


@ JAMES MURPHY, business manager 
of St. Thomas Hospital, Akron, Ohio, 
has been named the first lay assistant 
administrator in the hospital’s history. 
Sister M. Francetta, C.S.A., assistant 
administrator since 1956, has been 
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named to direct all professional facil- 
ities, including education and nursing 
services. 


@ SISTER MARY DOLORITA, O.S.F., has 
been appointed superior and adminis- 
trator of St. ‘Joseph Hospital, Elgin, 
Ill., to replace Sister Mary Nora who 
is transferred to St. Joseph Hospital, 
San Francisco. Sister Dolorita is former 
administrator of St. Mary's Hospital, 
LaSalle, Ill. 


M™@ MISS MARY SHAUGHNESSY has been 
named director of social service for 
St. Francis Hospital, Peoria, Ill. 


M@ SISTER MARY ALOYSIUS, O.P., has 
been appointed administrator of Holy 
Rosary Hospital, Ontario, Ore. She 
replaces Sister Mary Ignatius who 
has returned to St. Catherine Hospital, 
Kenosha, Wis. 


™@ DR. JOHN C. SHERMAN has been 
appointed to the newly created posi- 
tion of director of medical education, 
St. Clare’s Hospital, Schenectady, N.Y. 


@ JAMES HOFFMAN has been ap- 
pointed chief pharmacist at Mercy 
Hospital, Mt. Vernon, Ohio. Mr. Hoff- 
man is a graduate of Northern Ohio 
(Continued on page 125) 





STUDENTS in hospital administration University of Montreal, Montreal, Que., Canada. (Left 
to right, front row) Claude Julien who will serve his residency at Montreal Children’s Hospital, 
Montreal; Albert Nantel (professor in business administration); Mother Jeanne Mance, 
R.H.S.J., assistant director; Dr. Gerald LaSalle, director; Leo Dorais, professor in human re- 
lations; Dr. Clement Carter who will serve his residency at Jewish General Hospital, Montreal. 
(Second row) Leonce Saint-Pierre; Louis Gauvreau, who will serve at Hospital Jean Talon, 
Montreal; Dr. Andre Pothier, Hospital Ste. Jeanne d’Arc, Montreal; Guy Chausse, Hospital St. 
Luc, Montreal; Claude Berthiaume, and Dr. Gaston Legault, Hospital Notre Dame, Montreal. 
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THE PUBLIC & COSTS 


Horace Lyon 


(Begins on page 49) 


pitals deliberately set about to make 
it the golden opportunity that it is. 
If Chrysler had such a sales opportun- 
ity they would probably put General 
Motors ard Ford out of business. Pro- 
vided—and, it is a huge proviso— 
their sales people did a top-notch 
selling job with the customer. 

So, here is the second target. A 
trained, sales-oriented staff, armed 
with routine procedures that are cus- 
tomer-oriented—procedures that sell. 

The hospital staff—including doc- 
tors affiliated with the hospital—must 
know its cost story, and be encouraged 
to be articulate. 

Robert Cunningham, Jr., editor, 
The Modern Hospital, has pointed out 
that doctors are the best possible 
bridge for information and trust be- 
tween hospitals and the public, be- 
cause most people look to their doc- 
tors for all the answers in connection 
with their hospitalization. If the doc- 
tor is indifferent, or, as is sometimes 
sadly the case, actually suspicious about 
hospital costs, his patients are not 
going to be impressed with pamphlets 
or such. 

Too often the job of telling an or- 
ganization’s story is left to just one 
person—perhaps the hired public rela- 
tions man. Too often institutions, or- 
ganizations and business firms believe 
that they can hire a professional in 
public information work and then all 
such problems are solved without in- 
volvement of others. That isn’t the 
way it works. The fact is, a good pub- 
lic relations man is usually a “ghost.” 
His job is to make a frank appraisal of 
every act or omission that affects the 
public’s estimate of a business or or- 
ganization, hopefully customer-orient 
the more important, determine what is 
salable, put it in various communicable 
forms, and then direct others in a pro- 
gram to make it known. He rarely is 
in the forefront. 

Public relations is not a cure-all. 
In fact, it has no separate entity. 
Actually, it is only a term loosely ap- 
plied to a wide variety of specific 
steps which people in businesses and 
organizations can take, deliberately, to 
help solve their problems and achieve 
their goals. 

Hospitals must thoroughly indoc- 
trinate all of their people, including 
doctors, in the hospital story and en- 
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list their help in telling it over and 
over again to patients and visitors. 
Here again, if one can persuade the 
staff that such an informational pro- 
gram on their part is important to 
them—the “what’s-in-it-for-me” angle 
—they will give unstinting help. The 
second portion of a hospital’s internal 
program has to do with routine pro- 
cedures. All of them should be cus- 
tomer-oriented. 

For example: Why all the rigama- 
role about credit status at the admis- 
sion desk? This is the day and age 
of fast and easy credit, except at hos- 
pitals. Hospitals might well honor 
Diner's Club or American Express 
credit cards as evidence of the finan- 
cial responsibility of patients. Also, 
why the weekly bill? (I’ve been 
asked to pay a weekly bill for my wife 
when she was being discharged two 
days later, on the ninth day). 

Credit has been used here merely 
as an example to point up a truism: 
If procedures are such as to cause the 
public to think the hospital doesn’t 
trust them, then they won't trust hos- 
pitals. Frankly, healing the sick is not 
all hospitals are judged on. The pub- 
lic expects a hospital to do that ex- 
pertly, just as they expect General Elec- 
tric to build a good refrigerator. But 
how about the attendant matters con- 
nected with buying or securing serv- 
ice on that refrigerator? It is on such 
attendant matters that most organiza- 
tions and businesses come a cropper. 

In all such matters hospitals ought 
to put themselves in the patient's 
shoes and orient themselves to their 
customer's point of view in accord 
with today’s way of doing business. A 
hospital cannot sell even a sound story 
to a patient if its business procedures 
intimate distrust of his financial re- 
sponsibility, or if routine procedures 
are sloppy. Patients will view sloppy 
routine as waste, at their expense. 
Conversely, if all procedures are cus- 
tomer-oriented and efficient, few pa- 
tients will give their bill a second 
thought. In fact, many people today 
are willing to pay practically any 
amount for pleasant, efficient service. 

A sizable number of recent market- 
ing surveys, not made public because 
they relate to a company’s own specific 
products, have found that the Amer- 
ican public considers price a measure 
of worth. For example, the manu- 
facturer of a bug killer toted up his full 
costs and found he could sell his prod- 
uct at a price of 13 cents per can and 
break even. So he set the price at 59 














cents per can. It was a good bug killer, 
well advertised and promoted, but it 
did not sell. Marketing surveys deter- 
mined why. People couldn't believe it 
was any good if it cost only 59 cents, 
when almost every other bug killer on 
the market sold for more than a dollar. 
So they re-packaged the product and 
hiked the price to $1.59 a can. Sales 
quickly outdistanced production. 

People often base their judgment of 
value on price. “If the price is cheap, 
it ain't no good.” The most expen- 
sive doctor is not always the best, but 
people tend to think he is. This has a 
meaning for any public information 
program. It may be that hospitals 
should frankly state that hospital costs 
are high, but the value of service has 
gone even higher. 

Hospitals, then, should tell and 
sell their story on costs to patients and 
their visitors, via the entire staff who 
must be educated on the subject and 
encouraged to be articulate. 

Some exploration must be made of 
the primary matter of having in the 
hospital’s corner the people of influ- 
ence in each community. These folks 
are often called opinion leaders. The 
editor of the daily newspaper is cer- 
tainly one. He and the editor of the 
editorial page (if the newspaper is 
large enough to staff such a position), 
as well as local newspaper columnists, 
radio or television news reporters, etc., 
may be in this group. Some religious 
leaders, government officials, business- 
men, lawyers, bankers and civic lead- 
ers are in the opinion-molding group. 
It may be a few people, or it may be 
50 or 100 men and women. Although 
they are, for the most part, articulate 
and publicly visible and known, some 
of them may be behind-the-scenes. All 
such people are the ones hospitals need 
to educate and win the support of 
their position on hospital costs. 

They will require education in 
depth, so that they will have the facts 
to refute the demagogues, as well as 
the strong inclination to go on the of- 
fensive with the hospital cost story 
whenever the situation is opportune. 

Hospitals should have a local citi- 
zen’s advisory board that is active and 
effective. If such a board were to have 
a community leader whose forte is re- 
search, he could be asked to undertake 
the direction of a study of hospital 
costs per patient 10 years ago and to- 
day, which report could be made pub- 
lic, using the monthly board meeting 
as a platform for issuing it. The 
newspaper editor would be a good 
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man to have around. He can see to 
it that hospital information material is 
informative and persuaswe and guide 
the staff through the seeming wilder- 
ness of effective public relations tech- 
niques. And how about a banker to 
set a new minimum-annoyance regula- 
tions regarding financial responsibility 
proof required of patients? 

This is one way to get the intelli- 
gent support of very top opinion 
leaders of the community. Put them 
to work. Let them help in all matters 
in which they are expert—really help, 
not just hold a meeting, hear reports 
and forget about the hospital until the 
next meeting. The best salesman is 
one who has a personal stake in the 
hospital because he has devised the 
admission procedure, directed a study 
on costs, or helped prepare its story 
for public consumption, and so on, It 
is that simple. In fact, all the above 
is very elementary. And yet, the big 
truths, in most matters, including pub- 
lic relations, are simple truths. 

Hospitals must face up to one sim- 
ple truth in getting a working ad- 
visory board. There must be a clear 
definition of what will be required of 
the board—and what will mot be re- 
quired of them. Hospitals want their 
time and talent, not their money. Too 
many service organization boards are 
formed of men with real (inherited or 
married) money, for the sole purpose 
of eking it out of them. But money 
is easier to get than time or talent be- 
cause if the man really has such sub- 
stance it takes only a few minutes to 
write a check. So save the moneyed 
men for appeals for money and get 
the salaried men (who have been cut 
down in size by taxes and wives) to 
work in the hospital's behalf. 

Beyond enlisting influence leaders 
to serve on the advisory board, how 
else can a hospital reach other local 
opinion leaders with its story? There 
is nothing so direct as the direct ap- 
proach—of the evening call at home to 
talk with them about the issues, mak- 
ing sure, of course, they know that 
the purpose of the call is exactly that. 
This is best done at home because the 
man in the office is there to earn a liv- 
ing, and he may give his time but not 
too often his undivided attention, 
business pressures being what they are 
today. Having established contact, fol- 
low it up. Seek his advice. Write him 
a note once in a while. Send him a 
new leaflet and ask him sincerely what 
he thinks of the way the hospital has 
presented its story. This personal con- 
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tact Campaign is not too much a chore 
if it is programmed in small bits. Re- 
member, this concerns the small num- 
ber of people in the community who 
actually lead public opinion. 

All too often in public relations 
work even the professional thinks it 
has to be done at one feel swoop, 
using some high-visibility activity, 
or concentrating everything in one 
week—as in Hospital Week. But 
what about the other 51 weeks of the 
year? It is the constant dripping water 
that wears away the hardest stone. 

A letter a day—in a year’s time— 
will have assured communication with 
each of 50 influential people in the 
community about four times. What is 
more important, if an issue gets hot, 
contact has already been established 
and the hospital has sold them bit by 
bit on its point of view and is in a 
position to solicit their specific 
support. 

If an influence leader is known to 
be in the opposite corner, forget 
about him. One might convert him, if 
absolutely necessary, by selling friends 
known to influence him. But the diffi- 
culties in converting, say, a dyed-in- 
the-wool Democrat to Republicanism 
is not worth the effort, considering 
that there are many other “independ- 
ents” to sell. Similarly, among one’s 
known believers very little needs to be 
done except keeping them informed. 
This leaves time to focus on selling 
the middle group of “unknowns.” By 
the way, there is quite a difference be- 
tween informing and selling. One can 
literally bore a believer into disbelief 
if he insists on selling him over and 
over again. But with the unknowns 
all information must be persuasive. It 
must sell. 

Some speeches before the Rotary, 
Kiwanis, Lions and other local service 
clubs might be in order. Perhaps the 
most articulate advisory board mem- 
bers could undertake this. 

And if the hospital has something 
new and important to say, try run- 
ning an advertisement in the local 
newspaper. Send it in advance to the 
staff, the advisory board and the in- 
fluence leader list. Ask them for their 
opinion of it (in advance) and any 
suggestions for change. Even before it 
runs it will have served its purpose— 
by reaching those whose opinions are 
important. And when it runs it will 
be viewed by them as their advertise- 
ment. 

On this matter of advertising there 
is a lot of misunderstanding. People 











think it is an expensive way to reach 

others. More often than not it is the 
least expensive way. For example, the 
executive vice-president of Associated 
Hospital Service of New York says 
that it would cost about as much to 
send a postcard once a year to each 
of their 7,200,000 subscribers as it 
does to reach them three times weekly 
all year long on television newscasts. 
Or consider this contrast: At Carl 
Byoir & Associates, it would cost 
slightly more than $500, on an out-of- 
pocket cost basis, to process 10,000 
one-page mimeographed letters and 
mail them via first class postage. On 
the other hand, the author’s home 
town newspaper—The Greenwich 
Time— has an advertising rate for a 
quarter page (which is slightly larger 
than the usual mimeographed page) 
of only $73.92, and it has a circulation 
of 10,000, with a readership of prob- 
ably twice that number. 

Newspaper advertising columns 
might be used for an annual report on 
hospital services to the community. 
Put the accent on the human side, 
highlighting some of the dramatics, 
but not in syrupy phrases. And slip in 
a bit of the cost story. Attribute it to 
the advisory board by having its 
members sign it. And send it in ad- 
vance, for comments, to the staff and 
the opinion leader list. 

If it is interesting enough it may 
get wide public readership and might 
even inspire an editorial on the hos- 
pital’s good work. But all that is 
simply on the plus side. The basic 
purpose of preparing such an adver- 
tisement is to Create a reason to go to 
the community’s influence leaders once 
more with the hospital story. For if 
hospitals do not tell these people their 
story over and over again, for all prac- 
tical purposes they have no story. To 
some, for all practical purposes, hos- 
pitals do not even exist. 

This is one of the most difficult 
matters for people to understand. So 
much activity goes on within each 
hospital, for example, that it is difficult 
for members of administration and 
staff to believe that it is not the center 
of the universe. And yet, what to say 
and when to say it? How does one 
get to the person of influence over 
and over again with something mean- 
ingful and worthy of his time and 
thought? 

Well, a good public relations man 
creates news when in the normal 
course of events none exist. The an- 
nual report is such a created news ac- 
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tivity. The results of a cost study 
might be another. The point is, one 
has to have something to say before he 
can say it, or he has to have an event 
of news value in order to give reason 
to his say. Better that this be done 
on a consistent basis on the hospital's 
own terms, than to wait until someone 
blasts off at costs and puts the hospital 
in the position of defending them. In 
such cases, the defense rarely catches 
up with the charge, because it is not 
usually as dramatic. 

The publics on whom _ hospitals 


introducing the new 





should concentrate have been cov- 
ered—patients and their visitors, the 
entire staff and the opinion leaders 
in the community. It is a limited pro- 
gram, but it is a practical program 
easy of accomplishment. It does not 
require hospitals to write major maga- 
zine articles, go on television, flood 
the newspapers with releases and all 
such, which most public relations cam- 
paigns attempt to accomplish but 
which, obviously, most people en- 
gaged in the work of caring for the 
sick have no flair for, even if they 
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had the time. Furthermore, hospitals 
do not need all that. 

They do not need it because in toto 
they so thoroughly cover the so-called 
grass roots of America that if each of 
the more than 1,000 Catholic hos- 
pitals, located in practically every im- 
portant city and town in North Amer- 
ica, were to win, say, even the top 10 


‘Opinion leaders in each community to 


public support of its story, no one but 
a fool would attack them. Add to 
these influence leaders the tens of 
thousands of thoroughly indoctrinated 
staffs, plus some general public under- 
standing resulting from telling the 
hospital story to patients and visitors, 
and hospitals have all they need in 
the way of public support on their 
side. 

In conclusion, it must be empha- 
sized that the task must be done at 
each hospital in each community. The 
saying “all business is local” applies to 
selling an idea as much as to selling 
a product. World-shaking events may 
capture the headlines, but folks will 
turn from them to local events and 
the doings of local people and the 
opinion of local leaders every day of 
the year. The chairman of Carl Byoir 
& Associates cites a wonderful exam- 
ple of this from earlier days when he 
was promoting tourism at Palm Beach, 
Florida. Every time a national news- 
reel had a “take” in it from Palm 
Beach, the local movie houses had long 
queues of local people waiting to see 
their familiar local scene. 

So, again, it is each hospital's job. 
And if each will do its small part in 
its own community, then all will be 
well. Catholic hospitals can’t miss— 
not with the coverage C.H.A. has of 
every important city and town in all 
of North America. Members must 
rely on their Association to help them 
with research and resource material 
and specific ideas, but in the end it 
will be each hospital, not C.H.A., who 
must sell the hospital story at the 
local level. 

But, however it be done, the im- 
portant thing is to keep telling the 
hospital story, like the faithful hen in 
this. short verse: 

The codfish lays a million eggs 

While the faithful hen lays one 

But the codfish does not cackle 

To inform us what she’s done! 


So we disregard the codfish 

While the faithful hen we prize, 
Which only goes to prove 

It pays to publicize. x 
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(Continued from page 120) 
University and has been engaged in 
retail and hospital pharmacy for sev- 
eral years. 


™@ TERESA NIEMEK MITCHELL is the 
new assistant director, School of Nurs- 
ing, at St. Margaret’s Hospital, Kansas 
City, Kan. Prior to her appointment 
she was a member of the teaching staff 
at the school. Mrs. Mitchell is a grad- 
uate of St. Margaret’s Hospital School 
of Nursing, Kansas City, Kan., College 
of St. Teresa, Kansas City, Mo., and 
of the Catholic University of America. 


Honors and Appointments 


@ DR. NATHANIEL H. COOPER has 
been appointed associate medical di- 
rector and director of community serv- 
ice and education of the American 
Heart Association. Dr. Cooper was 
formerly director of health of the 





Community Council of Greater New | 


York. 


@ REV. MOTHER GENERAL HUBERTE 


of the Sisters of Charity and the As- | 


sistant Mother Superior Josephina 
from Holland were honored by the 
hospital auxiliary at Salve Regina Hos- 
pital, Hastings, Minn., at a luncheon 
given in their honor at the hospital 
recently. 


@ SISTER EMMANUEL MARIE, S.F.P., 
St. Francis Hospital, Bronx, N.Y., was 


committee on 
x-ray technology. 


tered as a profes- 
sional nurse in 
1949 by the New 
York State Board 
of Professional Education, and became 
a member of the American Society of 
X-Ray Technicians in 1953. Sister is 





recently elected to | 
the Catholic Hos- 
pital Association’s | 


Sister was regis- | 


presently a member of the Executive | 


Board of the X-Ray Technology As- 


sociation of New York City and vice- | 
president of the Catholic Sisters So- | 


ciety of X-Ray Technicians. 


H@ MRS. LOIS ANN NEWMAN, head 
nurse at St. Francis Hospital, Wichita, 
Kan., was elected to the committee on 
nominations of the head nurse branch 
of the American Nurses Association 
general duty section recently. 


@ A RADIOGRAPHIC exhibit prepared | 








Hospital, Grand Junction, Colo. won Archdiocesan Council of Catholic 
the Brandenburg trophy at the state Nurses at a meeting in Brookline, 
convention of the Colorado Society of | Mass. 
X-ray Technicians in Denver. 

W@ SISTER GRACE MARIE, S.C., adminis- 
M@ DR. SAMUEL ROSENTHAL, specialist trator of St. Mary-Corwin Hospital, 
in internal medicine, has been named Pyeblo, Colo., has been elected sec- 
to his third term as chief of the Med- retary-treasurer of the Western Con- 
ical Staff, St. Joseph Hospital, Milwau- ference of Catholic Hospitals for a 
kee, Wis. two-year term. 


@ MRS. MARIE S. ANDREWS, chairman 
of the Department of Nursing, Boston 
College Graduate School, was honored 
as Nurse of the Year by the Guild of 
St. Camillus, Waltham iebinein of the (Continued on page 128) 


@ MATHILDA SCHEUER, R.N., Philadel- 
phia, Pa., was re-elected president of 
the American Nurses’ Association re- 
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MATERNITY CARE 
Howard E. Wooden 
(Begins on page 72) 


In the case of the family-centered 
plan, these patterns have been dras- 
tically altered. Although the hierarchy 
remains, social distances have notice- 
ably shrunk and opportunity for com- 
munication and an interchange of un- 
derstanding between the several levels 
has sizeably increased. Concomitantly 
the availability of all nursing person- 
nel to the patient has increased. These 
changes seem to have contributed to 
the very apparent reduction of stress 
which characterizes this approach, for 
the patient now experiences a positive 
and personal interest which is focused 
on her by all nursing personnel, pro- 
fessional and non-professional alike. 

Accompanying this development 
there is of course a pronounced change 
in the role of the patient which has al- 
ready been emphasized. Not only is 
the patient no longer viewed as play- 
ing the sick role, but with the assist- 
ance and support of hospital personnel 
and facilities and in response to the 
revised social structure, she has become 
far less dependent, is encouraged to 
assume more self-direction and is thus 
provided the opportunity to gain 
greater self-confidence as appropri- 
ate preparation for performing the 
mother role both in the hospital and 
after dismissal. Summarily, the pre- 
vailing social structure is such that 
care relationships are determined 
largely in accord with human needs, 
ie, it is one in which human effi- 
ciency is more the principal determi- 
nant than is’ organizational efficiency. 

Closely following the changes in 
social structure and in the roles both 
of personnel and of the patient, the 
mother’s milieu has been vastly en- 
larged and in particular has come to 
contain two components which seem 
to play a part of no small consequence 
in preparing her to participate actively 
and meaningfully in the experiences of 
labor and delivery. One of these is the 
increasing amount of accurate infor- 
mation and the broad understanding 
which she has gained concerning the 
natural processes associated with labor. 
This, of course, includes her knowledge 
of various appropriate exercises which 
enable the body to codperate naturally 
with the mechanism of labor. Such 
knowledge is made available to. her 
through pre-natal classes, in cases 
where she participates, or during the 


actual course of labor itself through 
the instruction provided by the nurse, 
Parenthetically, it might be stated 
that one educational aspect of the 
nurse’s role is thus herein demon- 
strated. 

The second factor which contributes 
to the meaningful participation of the 
mother concerns the psychological sup- 
port which is made available to her 
through the presence of her husband 
during labor and of the nurse and 
other personnel throughout labor and 
delivery. Actually in this program the 
mother is at no time left alone. 

Thus psychological understanding 
and supportive presence are of sig- 
nificance insofar as the demonstrative 
value of this project is concerned be- 
cause each works toward reducing the 
mother’s fears and tension. Result- 
antly, she tends to view labor and de- 
livery not in terms of an agonizing or- 
deal but rather as an experience which 
brings a greater sense of purpose to 
her life and into the life of her fam- 
ily. In a relaxed psychological state 
she consequently requires less sedation 
and, with a decrease in the amount of 
medication (both analgesia and anes- 
thesia) required, there is a correspond- 
ing decrease in the duration of the 
labor itself. This in turn directly re- 
duces the extent of parturient suffer- 
ing. In the extreme, the relationship 
of these factors to the mother’s psy- 
chological state has led to a steady in- 
crease of interest in natural childbirth. 

The psychological impact which this 
program seems to have on the infant 
himself must not be overlooked. As 
indicated above, the infant is viewed 
as a person who is born with built-in 
needs which must be actualized. Com- 
munication is a means whereby indi- 
viduals can express their needs, and 
perhaps the earliest form of communi- 
cation which is manifested by the in- 
fant is the act of cuddling. This is true 
apparently of all infants in all cultures. 
Yet cuddling is denied the infant 
through the intervention of conven- 
tional hospital standards, and it is thus 
the premise of the Family-Centered 
Plan that the removal of the infant 
from the bedside of the mother has a 
tendency to frustrate a very basic per- 
sonality need-complex, that is, the need 
for maternal presence, the need for 
love and the need to express love. An 
important aspect of Family-Centered 
Care is the reinstatement of the na- 
tural post-natal biological relationship 
between mother and infant from the 
moment of birth. 
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Exactly why this relationship might 
be of primary importance insofar as 
the future development of the child is 
concerned is at present admittedly un- 
known, though many theories have 
been advanced to explain this need. 
One of the most interesting explana- 
tions is given in terms of the appar- 
ent effect which cutaneous stimulation 
has upon the subsequent development 
of the infant’s nervous system and in 
particular of the respiratory function.” 
However, the fact the reason why this 
relationship during the early days of 
life may be important is unknown is 
in itself no reason to pre-suppose that 
this period is not of the utmost sig- 
nificance; it may well be that much of 
the child’s future psychological orien- 
tation rests upon events which occur 
at this time and which enable him to 
meet his earliest expression of needs 
just after birth. If the state of quiet- 
ness on the part of the young infant, 
as is found to prevail throughout this 
plan as compared to the extreme cry- 
ing which is customarily found in the 
central nursery, is a criterion of his 
contentedness, it may be safely as- 
sumed that this approach is need-sat- 
isfying to him. 

There are, of course, many other 
evidences of the effect of this approach 
to care on the well-being of the infant. 
For example, the child is fed on-de- 
mand. He has the benefit of the vigil- 
ance of his mother who is personally 
interested in his welfare. He is 
changed whenever necessary and as a 
consequence there is a strikingly low 
incidence of diaper rash and other skin 
lesions. Finally, one might readily 
conclude, based on experiences to date, 
that this approach appears to furnish 
an unusually satisfactory setting for 
controlling the spread of staphylococ- 
cic infections. 

This brief resume does not presume 
to exhaust the list of significant dem- 
Onstrations which the experiment itself 
furnishes in regard either to the suc- 
cess obtained in obstetrical care in par- 
ticular or to the definition of those 
basic elements and relationships which 
might well be appropriately embodied 
in patient-centered programming of 
hospital care in general. Certain broad 
principles however do emerge which 
merit momentary consideration. Run- 
ning through the entire discussion is 
the suggestion that the level of care is 
contingent upon a multiplicity of fac- 
tors in the total environment of the 
hospital and that when these are de- 
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liberately varied, the care process is 
resultantly altered. Thus, the search 
for a dynamic approach to care—one 
which is in touch with the nature and 
needs of human beings—might well 
be found in a manipulation of these 
environmental factors. The one case 
under discussion further demonstrates 
that, contrary to what is often ex- 
pected and feared, such change need 
not throw hospital management into a 
state of disastrous chaos. Indeed such 
change can likely be introduced peace- 
ably if not arbitrarily imposed, if 
courageous leadership is available 
which will extend trust and encourage 
responsibility and personal growth of 
others, and, finally, provided the new 
program is carefully planned and is 
preceded and accompanied by thor- 
ough educational and _ psychological 
preparation of all concerned. 

The case-study supplies a concrete 
illustration of the natural dependence 
of human beings upon one another in 
order to accomplish mutually desirable 
ends. In operative form, this depend- 
ence might better be called human in- 
teraction and is illustrated here in the 
relationship of nurses and other hos- 
pital personnel to one another and to 
the patient. More specifically, it might 
be said that the human resources of 
the hospital, e.g., physicians, nurses 
and other employes, possess an inher- 
ent capacity, which can be developed 
through a learning process, to discover 
methods of effectively and harmoni- 
ously blending their knowledge and 
skills in order to achieve goals of care 
and at the same time to contribute 
meaningfully to their own emotional 
and professional growth. 

Finally, a principle which clearly 
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stands out is that since human beings 
are different from one another, there | 
is no suitable “stock” formula for pro- 
viding care. On the contrary, care in | 
the broadest sense may be viewed as | 
an instrumentality for maintaining a 
state of health or, in the case of an in- 
dividual who is ill, for restoring a | 
state of health. And health is certainly | 
not an end in itself but rather a means | 
to an end. It is a means whereby the 
individual might best come to grips 
with his world and thereby attain life | 
satisfaction. In terms of Family-Cen- | 
tered Maternity Care these ends in- | 
clude satisfaction in the maternity ex- | 
perience, satisfaction in the accom- 

plishment of an integrated family, and | 
satisfaction in both the immediate and | 
long-range needs which are met by the | 
mother, father and infant. * 





Minimized human handling of ice sub- 
stantially reduces the possibility of con- 
tamination. ‘Scoop and shovel" meth- 
ods of ice handling and unauthorized 
storage of contaminating objects are 
eliminated. Ice cubes or “‘tips’’ are 
frozen under water, stored in sealed 
compartment and automatically dis- 
pensed as needed by push button con- 
trol into a hospital clean container. At 
the same time ice handling costs are 
reduced with elimination of melting 
losses and savings in labor. Staff time 
is freed for more valuable functions. 
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cently in Miami Beach, Fla. Miss 
Scheuer is the former assistant general 
director of the Philadelphia Visiting 
Nurse Society. She is now retired from 
active practice. 


@ DR. WILLIAM J. LAVELLE was hon- 
ored at a dinner on his retirement 
from St. John’s Hospital, Long Island 
City, N.Y. He received a plaque for 
his 47 years of service to the hospital. 


M@ SISTER MARY SIMEONETTE, S.C.N., 
St. Joseph’s Hospital, Lexington, Ky., 


has been named Kentucky’s Medical 
Technologist of the year by the Ken- 
tucky Society of Medical Technolo- 
gists. She is a former science teacher 
at Nazareth College and was director 
of the American Society of Medical 
Technologists for six years. 


@ DR. HERBERT E, SCHMITZ, Sc.D., 
F.A.CS., K.S.G., K.M. died recently. 
Dr. Schmitz was chairman of the de- 
partment of obstetrics and gynecology 
and director of the radiation therapy 
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Magic mitten-cuff garments by Rubens save 
babies from scratches,.keep them warm and 
comfortable ...make identification easier for 
your nursery and pediatrics staffs. 


You can order every Rubens gown and shirt 
with popular mitten-cuffs ... PLUS all of the 
other hospital-approved features—finest 
combed cotton yarns, precise sizing and ex- 
clusive Rubenizing for minimum shrinkage, 
extra-strong reinforced shoulder seams to 
withstand the toughest laundering. Rubens 
garments wear longer, cut replacement costs 


Send for Rubens Free 
Infant Garment Buyer’s Guide 


JF YOU WANT THE 
BEST... BUY RUBENS 


Rubens & Marble, Inc. e 2330 N. Racine Ave. e Chicago 14, ill. 
New York Sales Office ¢ 71 W. 35th Street ¢ New York, N. Y. 


Style 9319MC 
Double breasted 
slip-over with 
mitten cuffs 





Style C791MC 

Slip-over shorty 

gown with mitten 
cuffs 
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institute at Mercy Hospital, Chicago, 
and professor of gynecology at Cook 
County Graduate School of Medicine. 
Among other affiliations, he was chief 
of staff at Lewis Memorial and St. 
Vincent Infant and Maternity Hos- 
pitals. He was recently named presi- 
dent-elect of the American College of 
Obstetricians and Gynecologists. He 
was a Fellow of the American Medical 
Association and the American College 
of Surgeons and a Diplomate of the 
American Board of Obstetrics and 
Gynecology. ‘ 


M@ FATHER MATEO CRAWLEY-BOEVEY, 
ss.cc., 84, founder of the Enthrone- 
ment of the Sacred Heart in the Home, 
died recently in Valparaiso, Chile, 
where he had gone from Canada in 


1956. 


M@ DR. JOHN F. FULTON, physiologist 
and medical historian at Yale Univer- 
sity, died recently. He was 60 years 
of age. 


@ SISTER ANTHONY, one of Marty- 
knoll’s pioneer sisters, died recently 
at Bethany Convent, Maryknoll, N.Y. 


Bon Voyage 


M@ JEANNETTE PALOSCHUK, R.N., To- 
ronto, Ont., left for Africa recently to 
become a part of a Grail team, an in- 
ternational movement of women ren- 
dering service to the Church on all six 
continents. 


Anniversaries and Jubilees 


@ SISTER DONETILLA and _ Sister 
Dominica recently celebrated their 
jubilees in the Order of St. Francis. 
Sister Donetilla is specializing in ther- 
apeutic diets at St. Francis Hospital, 
Colorado Springs, Colo. She is observ- 
ing her 5Oth year in the Order. Sister 
Dominica, a dietitian at St. Francis 
Hospital, is observing her 25th anni- 
versary. 


M@ MOTHER ST. OLIVER, former supe- 
rior general of the Sisters of Miseri- 
corde, recently celebrated her 50th 
jubilee. She is now Mistress of Novices 
at the Misericorde Novitiate, Beacon, 
N.Y. She is the former mother su- 
perior and administrator of Miseri- 
cordia Hospital, New York. 


M@ SISTER DEVOTA, C.S.A., St. Anthony's 
Hospital, Hays, Kan., recently cele- 
brated her 50th anniversary. Sister De- 
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yota was supervisor of the nursery for 
many years. Sister M. Kathleen of 
the business office of St. Anthony’s 
celebrated her 25th aniversary. 


Places 


@ ST. JOSEPH MEMORIAL Hospital, 
Murphysboro, Ill, was given a check 
for $50,000 by the Paul Stout Post 
127 of the American Legion for its 
building fund. 


™@ ST. JOHN HOSPITAL, Santa Monica, 
Calif., has added a new 11 bed inten- 
sive care unit for critically or seriously 
ill patients and also an out-patient 
psychiatric clinic. 


@ ST. FRANCES CABRINI HOSPITAL, 
Alexandria, La., observed its 10th an- 
niversary recently. 


@ ST. VINCENT’S HOSPITAL, Los An- 
geles, Calif., now in its 103rd year of 
service, ranks among the top five hos- 
pitals nationally in its pioneering ac- 
tivity in open-heart surgery. 


@ A NEW $125,000 nurses’ home and 
convent has been completed at Mary- 
knoll Hospital and Sanatorium, Los 
Angeles. 


@ THE MERCY INSTITUTE for Biomed- 
ical Research, Denver, Colo., has com- 
pleted its laboratory adjoining Mercy 
Hospital. Main purpose of the institute 
will be research and study of degener- 
ating diseases. Dr. B. L. Van Bree- 
men is director. 


@ ST. MARY’S HOSPITAL, Milwaukee, 
received a tribute in an article in Time 
Magazine for its 25 bed self-care unit. 
(May 16, issue.) 


@ ST. FRANCIS HOSPITAL, Los An- 
geles, Calif., plans to inaugurate pro- 
gressive care for its patients beginning 
in 1962. 


@ ROSE de LIMA Hospital, Henderson, 
Nev., has received a $10,000 grant 
from the Damon Runyon Cancer Fund 
for a cancer treatment machine. 


@ ST. MARY’S HOSPITAL, Milwaukee, 
Wis., has opened a self-care unit. 


@ WHAT IS BELIEVED to be the first 
successful operation in the New York 
area using a new technique called 
“Frozen Heart Surgery” was performed 
recently at St. Francis Hospital, Roslyn, 
N.Y., on a five year old girl. 


@ THE 216-BED HOLY FAMILY HOSPI- 
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TAL, DesPlaines, Ill., will be ready for 
use by mid 1961. Sisters of the Holy 
Family of Nazareth will manage and 
operate the new hospital. 


@ THE NEW TWO-STORY addition to 
St. Francis Hospital, Hartford, Conn., 
was dedicated recently. The building 
houses physical and occupational ther- 
apy facilities and central control de- 
partment. 


™@ ST. ALEXIUS HOSPITAL, Bismark, 
N.D., is planning a new addition to 
house an operating room suite, and a 
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30 bed psychiatric unit with an out-pa- 
tient clinic. 


™@ EXTENSIVE MEDICAL and dental 
care facilities are being established in 
the Oakland and San Francisco homes 
operated by the Little Sisters of the 
Poor. The San Francisco home houses 
more than 260 persons—The Oakland 
home, more than 130 persons. 


@ ST. JOSEPH’S HOSPITAL School of 
Nursing, Phoenix, Ariz. operated by 
the Sisters of Mercy, recently observed 
its 50th anniversary. * 





ELECTROSURGICAL UNIT... 


for precision, range 
and flexibility ! 


In hospitals everywhere, the world-famous 
“AG” Bovie is chosen for its many out- 
standing advantages. 


Among the major features of the Bovie is 
the automatic spark-gap adjustment for 
greater efficiency of operation. Another is 
the system of independent cutting cur- 
rents. This greatly increases the unit’s 
flexibility by allowing the surgeon to switch 
from one current to another, eliminating 
the uncertainties of current “blending.” 


The “AG” Bovie is the world’s most ver- 
satile electrosurgical unit. In all forms of 
surgery—general, neuro, gynecologic, uro- 
logic, neoplastic, proctologic, thoracic, and 
EENT—surgeons count on the “AG” 
Bovie for precision, range and flexibility. 


Underwriters Listed. 


EXPLOSION-PROOF FOOTSWITCH 
Optional at additional cost. 
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r Bovie Electrosurgical Unit. 
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Germ-Proofed Wall 
Covering Announced 


NEW CASTLE: PRODUCTS presents Mod- 
ern-Cote “33c”—a permanently germ- 
proofed vinyl wall covering. Bacteria 
and fungus can’t grow on it; Corobex 
impregnation permanently guarantees 
it; laboratory tests prove it. Modern- 
Cote presents such a tough surface— 
an “armor” of clear vinyl, that it needs 
no maintenance beyond an occasional 
washing. Any color or pattern from 
the unlimited Modern-Cote selection 
of fabric-backed vinyls will stay bright 
and new for a lifetime. Modern-Cote 
has earned a Class A fire rating, based 
on a flame spreading rating of only 10 


in tunnel tests. 
New Castle Products Inc., 
New Castle, Ind. 


New Dual Tonography 
Unit Introduced 


THE MUELLER ELECTRONIC Tono- 
meter, which opened the way to im- 
portant advances in glaucoma research 
by simplifying tonographic procedures, 
is now available in an improved dual 
unit. It is combined with its own syn- 
chronized recording device as the new 
Model TR Electronic Tonographer. 

This dual unit offers the ophthal- 
mologist both essentials for routine 
tonemetry and clinical tonography. Its 
compact, handy, portable design makes 
the TR Tonographer ideal for the hos- 
pital examining room, clinic and 
physician’s office alike. 

Each unit is individually certified to 
produce readings of intraocular tension 
well within the limits of accuracy es- 
tablished by the Committee on Stand- 
ardization of Tonometers of the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology. 

V. Mueller & Co., 


330 S. Honore St., 
Chicago 12, Ill. 


Stomach Irrigation Tube 
Made Available 


THE STERILE INTRAMEDIC'®) Two- 
Way Stomach Irrigation Tube has been 
introduced by Clay-Adams, Inc. The 
double lumen, 16 French polyvinyl 
tube permits gastric lavage and gavage 
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Ciay-Adams Stomach Tube 


to be performed continuously and si- 
multaneously. By means of the two- 
way arrangement, the irrigating solu- 
tion enters the stomach in a safe, 
gentle and gradual flow while, through 
a separate lumen, washings are with- 
drawn by automatic suction. This 
simultaneous process eliminates danger 
of sudden blockage caused by stomach 
collapse and also prevents drips and 
suction materials from mixing. 

The irrigating tube is ideal for pro- 
longed around-the-clock intubation. 
Frictionless and kink resistant, it may 
be kept in place as long as necessary, 
thus reducing patient distress. Nurs- 
ing supervision is required only to re- 
plenish solutions and empty suction 
bottles—once every eight or 10 hours. 
The tube is odorless, tasteless, non- 
toxic and packaged for immediate use. 
It is particularly useful where lavage 
is indicated in cases of postoperative 
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nausea and vomiting, partial intestinal 
obstruction, barbiturate or food poison- 
ing, gall bladder distress with nausea 
and vomiting and severe kidney dam- 
age with imminent anuria. 
Clay-Adams, Inc. 
141 East 25th St., 
New York 10, N.Y. 


“Envoy” Dictating 
Machine Announced 


A NEW BUDGET-PRICED tape dictating 
and transcribing machine was an- 
nounced recently by Edison Voice- 
writer Division of McGraw-Edison 
Company, originators of dictating 
equipment. 

Called “Envoy,” the new machine 
features an exclusive built-in indexing 
system that makes word and phrase 
finding easy for both dictator and tran- 
scriber. Controls are few and simple, 
with talk-listen functions controlled at 
the microphone. Equipped with a 90- 
minute tape, the “Envoy” has controls 
for fast forward and fast “back.” It 
weighs less than nine pounds. 

Besides serving to dispatch corres- 
pondence, reports, memos and all kinds 
of written communications, the 
“Envoy” can be used for recording con- 
ferences, interviews and phone con- 
versations. It can also be tailored to 
meet special requirements by utilizing 
optional accessories such as: a desk 
mile for loud speaker playback; an 
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Edison ‘Envoy’ 


inverter for powering the recorder 


from the cigarette lighter of a car, and | 
a telephone recorder for capturing both | 


sides of a telephone conversation. 
Edison Voicewriter, 
Dept. HP 4 
West Orange, N.J. 


Continental Hospital 
Utility Protector Available 


CONTINENTAL HOSPITAL SERVICE, In- 
corporated of Cleveland, Ohio, has an- 
nounced its new low cost Poly-Con 
Utility Protector provided in per- 
forated roll form. 

The protector is used by simply 
pulling it out, tearing it off and using 
it as a pillow protector, bundling of 
patients’ clothes, specimen bags, laun- 
dry bags, waste receptacle liner and 
as a blanket protector. It is also ideal 
for use in isolation wards, receiving 
and emergency rooms. The protector 
may be hung on a wall or linen cart 
ready for immediate use. 

Continental Hospital Industries, Inc. 


18624 Detroit, Ave. 
Cleveland 7, Ohio 


Hot Food Service 
Problem Solved 


Island City, New York, manufacturer 
of food service equipment, has an- 
nounced the publication of an informa- 
tional folder for the hospital field 


which describes the Dri-Hot Plate sys- | 


tem for transporting meals, hot, from 


the food preparation area to patient's | 


bedside. The folder describes this sys- 
tem in detail and authentically lists 
the findings of several tests made on 
this method of hot food transporta- 
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tion, The folder is illustrated with 
pictures of a Dri-Hot Plate system 
made at New York City’s Polyclinic 
Hospital. 

For free copies of this folder write 
to: 
Legion Utensils Co., Inc., 
21-07 40th Ave., 

Long Island City 1, N.Y. 


Lowerator Dispenser Features 
New Heat System 


A.M.F. LOWERATOR’S efficient, new 
Swirl-A-Heat system has been incor- 









porated in the mobile, self-leveling, 
heated cup dispensers manufactured by 
the Lowerator Div., American Machine 
& Foundry Co. 

The 1200-watt Swirl-A-Heat forced 
air system gives uniform heating of 
all cups. Less heating time is required 
to bring cups from room temperature 
to selected temperature. Almost 25 
per cent less power is used by Swirl- 
a-Heat than by former methods. The 
heating assembly is easily removable. 

Because less space is required, the 
A.M.F. Lowerator mobile, heated cup 
dispenser has reduced over-all dimen- 
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WHITE CROSS HOSPITAL 


COLUMBUS, OHIO 


patients and White Cross 
Hospital like Van Kitchen 


e Both the patients and the administration of White Cross Hos- 
pital, Columbus, Ohio, are delighted with the results that stem 
from this gleaming stainless kitchen serving five floors of one 


wing. 


e Now that equipment of the vintage of 25 years ago has been 
replaced with the most modern Van so well knows how to design, 
fabricate and install, trays arrive at the bedside with foods and 
beverages fresh or hot as the patients like them. A duplicate tray 
LEGION UTENSILS CO., INC., of Long | Service unit will soon be installed in the other wing. 


¢ When you need kitchen equipment, call Van and tap its 


unique century of experience. 





Yhe John Van Range © 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
Branches in Principal Cities 


765-785 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 
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For Patient 
Protection 





POSEY WRIST OR 
ANKLE RESTRAINT 


A friendly restraint available in Infant, 
Small, Medium and Large sizes. Also 
widely used for holding extremity dur- 
ing intravenous injection. No. P-450. 
$5.70 ‘per pair. $11.40 per set; with 
sponge rubber padding $6.70 per pair, 
$13.40 per set. 





POSEY FOOTBOARD 


No. F-58 Pat. Pend. 
FEATURES: 


e Fits Any Hospital Bed Mattress ¢ Can be 
used with side rails ¢ Perpendicular Adjust- 
ment ¢ No losing parts ¢ Posey Anti-Rota- 
tion Supports, (Adjustable, removable, cush- 
ioned) ¢ May be used with traction. No bolts 
required to attach to bed. 


Posey Footboard, No. F-58, $33.00 


Anti-Rotation Supports, No. F-58A, $6.00 each 



































SWEETLAND BED WARMER & CAST DRIER 
U. S. Patent 2,122,964 


Bed Warmer $295.00; Adult body o4 leg cast 
drying mats $65.00; “Child sizes $60.00 


Prices F.O.B. Calif., subject to change without 


notice. 
Satisfaction guaranteed. 


SEND YOUR ORDER TODAY 


And Write for Illustrated Literature 
About Other Posey Hospital Equipment 


J. T. POSEY COMPANY 
2727 E. Foothill Blvd. 


Dept. HP 
Pasadena, California 
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sions, providing a more compact unit. 
To blend with dining room decor, this 


| dispenser is available with side panels 


of Formica or other plastic laminates 
in a wide selection of decorator color 
and patterns. 
Lowerator Division, 
American Machine & Foundry Co. 
AME Building, 261 Madison Ave., 
New York 16, N.Y. 


Hospital Supply Corp. 
Introduces Two New Products 


AN ALL STAINLESS steel Tomac in- 
strument table with tray easily remov- 
able for autoclaving has been made 
available by the American Hospital 
Supply Corp. The tray can be easily 
adjusted in height from 3914” 
6334” and automatically locks at the 
desired height. The flat, double 
pronged base slides easily under all 
major operating tables with its 12” 
maximum clearance. Its sleeve type 
post design eliminates chance of hid- 
den contaminated surfaces being ex- 
posed when in a raised position next 
to an operating table. The tray may be 
lowered by depressing the foot lever 
at the base and adjusting to the de- 
sired level with one hand. 

The other new product is the new 
Sterisnap Pack of Tomac Sterile Hypo- 
dermic Needles—the latest innovation 
in modern needle packaging. An ultra- 
convenient 20-chamber, tray-type con- 
tainer made of special-process plastic 
and moisture-resistant paper, it assures 
a perfect sterile technique. Each needle 
is individually housed in a separate 
sterile chamber. With specially de- 
signed chamber lip, each needle is 
guaranteed sterile, non-pyrogenic while 
being withdrawn from the package. 
No matter how many chambers are 
emptied, unused needles remain sterile. 
Chambers are shaped to support can- 
nulae and the points will not touch the 
sides. 

American Hospital Supply Corp., 


2020 Ridge Ave., 
Evanston, III. 


C. R. Bard Expands 
I.V. Accessory Line 


A COMPLETELY NEW STYLE of intra- 
venous administration set and two ad- 
ditional models of the Bardic Deseret 
Intracath Catheter Placement Unit 
have been introduced by C. R. Bard, 
Inc. 

The new plastic intravenous set, 
known as the Bardic Pak-O-Meter 
Automatic Metering Infusion Set, of- 





Tomac Instrument Table 


fers a degree of accuracy in control 
previously unobtainable in intraven- 
ous infusions, the company states. This 
is made possible by a unique metering 
chamber which shows at a glance the 
flow rate in cc’s per hour and a pre- 
cision regulating device for setting and 
maintaining a constant flow ate. 
Changes in flow rate are also instantly 
indicated on the easy-to-read meter 
scale. Bard points out that in addi- 
tion to offering a new degree of con- 
trol, the Bardic Pak-O-Meter will elim- 
inate the need for converting cc’s per 
hour into drops per minute and do 
away with the tedious “drop counting” 
process, both of which are now re- 
quired to initiate an intravenous in- 
fusion. 

A Bardic Deseret Intracath of ad- 
vanced design is also available. The 
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device, introduced last year, is used to 
place a pliant catheter within the vein 
without scrubbing, gloving or venous 
cutdown. Six inch and twelve inch 
catheters of animal tested polyeth- 
elene, each with three needle sizes, 
will now augment the present Intra- 
cath line. 

The new models feature a flow con- 
trol plug that permits immediate reg- 
ulation of blocd flow, following the 
venipuncture. The adapter is now an 
integral part of the catheter to facili- 
tate easy connection to an IV. set. A 
needle bevel cover has also been added. 
Disposable parts such as the needle 
guard, sac collar and flow control plug 
are color-coded to simplify use of the 
Intracath. These colored parts are dis- 
carded progressively during the place- 
ment procedure, leaving only clear 
plastic parts when infusion is started. 


C. R. Bard Inc. 
Summit, N.J. 


CircOlectric Hospital 
Beds Displayed 


AN AMAZING CircOlectric Hospital 
bed proves that the automatic hospital, 
long a dream of frustrated patients 
and harrassed nurses, is off the plan- 
ning boards and on the assembly line. 
Even the severely injured may en- 
joy remarkable mobility with these 
whirling “Ferris Wheels” known as 
Stryker CircOlectric hospital beds. 
They look like space exploring ma- 
chines, but demonstrations indicate 
that a patient can flick a button to tilt 
himself, sit, turn, stand or even swing 
completely around for a change of 
view. All nursing functions, from bath- 
ing the patient to x-raying him, may 
be handled without removing him 
from the CircOlectric. When the pa- 
tient is ready to leave the bed for 
brief periods, seats with pulleys swing 
him out to conserve his strength, and 
eventually he is raised to standing posi- 
tion so that he may walk off, unaided. 
The CircOlectric hospital bed is an 
outstanding example of the way auto- 
mation is helping hospitals to meet 
the increased demand for services with 
a jet age answer. 
Orthopedic Frame Co. 


420 Alcott St. 
Kalamazoo, Mich. 


New Incubator 
Control Unit Available 


A REVOLUTIONARY new heat control 
unit for the Isolette infant incubator 
has been made available by Air- 


AUGUST, 1960 


Shields, Inc., of Hatboro, Pa., manu- 
facturers of specialized therapeutic and 
diagnostic equipment for hospitals 
and physicians’ offices. 

Premature infants are unable to 
maintain constantly normal body tem- 
perature. The Infant Servo-Controller 
for the Isolette‘®) incubator is de- 
signed to offset this extremely danger- 
ous abnormality. The Isolette incu- 
bator, offering precise regulation of 
oxygen, humidity and temperature, 
precisely controls atmospheric condi- 
tions for the premature infant. The 
Infant Servo-Controller is specifically 
designed for the baby whose body tem- 
perature fluctuates in dangerously 
subnormal ranges. With it, the Iso- 
lette now provides the most sensi- 
tively responsive environment ever 
developed. 

Clinicians at New York’s Columbia- 
Presbyterian Hospital, where the In- 
fant Servo-Controller was critically 
tested for two years prior to its intro- 
duction to the medical world, have 
stated that this automatic, instantly 
responsive system of heat control rep- 
resents the most revolutionary advance 
ever made in premature care. 


Air Shields, Inc. 
Hatboro, Pa. 
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DuBois Co., Inc. 


“The newest and best research and 
development laboratories in our in- 
dustry.” That’s the description which 
The Dubois Co., Inc., believes justly 
applies to its new laboratories in Cin- 
cinnati, Ohio. Truly a skyview instal- 
lation, the new laboratories occupy the 
entire top floor of the DuBois Build- 
ing, providing scientifically ideal and 
environmentally attractive and con- 
venient study and research conditions 
for staff personnel. 

Centered about the technical library 
and conference area, the department 
includes completely separate work 
quarters devoted to such diverse mat- 
ters as mechanical dishwashing, non- 
thermal eating utensil sanitizing, 
flooring maintenance and _ polishing, 
the chemical compounding of paint 
spray booth materials, stripping of 
paint, the safe washing and surface 
conditioning of aluminum and mag- 
nesium alloys, applications of ultra- 
sonic energy in degreasing industrial 
components, the sparging of vessels 
and lines, the decarbonizing of aircraft 














HOSPITAL 
Velva-Sheen 


with bactericide fights cross- 
infection by killing staphylococcus 
aureus where it dwells. 


¥ LABORATORY Vv HOSPITAL 
TESTED PROVEN 


© Non-toxic, residual, non-selective 
© Preserves effectiveness of conductive floors 
© Classified SAFE as to fire and slip hazards 

by Underwriters Laboratories 
© Beautifies and protects all hard surface floors 
Now in use by hospitals, schools and insti- 
tutions throughout the country, 


FREE srocnure 
SEND TODAY 


No obligation 
HOSPITAL Velva-Sheen is another 
market proven product manufactured by 


MAJESTIC WAX CO. 


the leader in Dust Control since 1925 ff 
1600 Wynkoop, Denver 2, Colorado. | 


Send brochure “HOW HOSPITAL Velva- ¢ 
Sheen Can Help Fight Cross Infection’ 
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THE BRUSH 
DESIGNED 


10 TARE 1T 


ANCHOR 


ALL-NYLON 


SURGEON’S BRUSH 


Anchor Brushes are tough...each is 
guaranteed to take 400 or more 
autoclavings. 112 soft, firm tufts are 
specially tapered for better scrub-up 
efficiency with utmost comfort. 


Crimped bristles mean better soap 
retention...grooved handles permit 
firmer gripping. Each brush weighs 
but 1% oz. and is designed for 
use in Anchor stainless steel brush 
dispensers. 


Durability and performance mean 
true economy. Order by the dozen 
or gross through your hospital sup- 
ply firm today. 


Other outstanding Anchor products 

include— 

e All-Nylon Emesis Basins 

e All-Nyion Drinking Tumblers 

e Stainless Steel Surgeon’s Brush 
Dispenser 


Sold Only Through Selected Hospital Supply Firms 


ANCHOR BRUSH COMPANY 
AURORA, ILLINOIS 


Write for Complete Information to Exclusive Sales Agent 


THE BARNS-ELY COMPANY 


1414-A Merchandise Mart + Chicago 54, Illinois 


























power plants and scores of other ap- 
plications related to the institutional, 
industrial and transportation fields 
which DuBois primarily serves. 

Equipment includes not only cus- 
tomary chemical laboratory items, but 
also both prototype and pilot working 
models, as well as standard commercial 
machines in some cases, in the fields 
of spray painting, metal phosphatizing, 
barrel finishing and mechanical dish- 
washing. 

Among other facilities is the “Street 
of Many Colors,” this being a corridor 
floor with successive selections of all 
generally used types of public building 
floorings. DuBois research concerns 
itself with both theoretical and prac- 
tical applications of cleaning, sanitiz- 
ing and polishing agents to all types of 
floorings, so it is expected that new 
and interesting data will be forthcom- 
ing from test work carried out on 
these varied panels, prior to com- 
mercial scale field trials. DuBois lab- 
oratories at branch plants in New 
Jersey, Texas and California will con- 
tinue their present activities, with 
gradual expansion at all points to take 
care of the continuously enlarging Du- 
Bois service to institutions and in- 
dustry. 





SUPPLIERS’ NOTES 











American Cyanamid Co. 


J. R. Brown, Jr., became as- 
sistant general manager of American 
Cyanamid Company’s Surgical Prod- 
ucts Division on July 1. 

Formerly manager of the medical 
products department of Cyanamid of 
Canada, Ltd., the company’s Canadian 
subsidiary, Mr. Brown has been with 
Cyanamid since 1947, when he joined 
the company as a medical sales repre- 
sentative for the Lederle Laboratories 
Division. 

The Company also announced the 
addition of three new men to its sales 
staff. 

John J. Spillane, Jr., a resident of 
Bethel, Conn., has been assigned to a 
territory which includes portions of 
New York and adjacent metropolitan 
areas. 

George Parker, a resident of Okla- 
homa City, will serve the state of 
Oklahoma. 

Jacob W. Hoover, formerly with 
Cyanamid’s Lederle Laboratories Di- 
vision, has transferred to the Surgical 
Products Division and will serve the 





division’s customers in the Northwest. 
His home is in Seattle, Wash. 


American Hospital Supply Corp. 


American Hospital Supply Corpora- 
tion will open a new sales and distribu- 
tion center in Miami, Fla. The new 
installation was scheduled to become 
operational in April. The regional 
center will house facilities of three 
American specialty sales divisions, 
Hospital Supply, Scientific Products, 
and Parenteral (intravenous) Prod- 
ucts. Foreign shipments will be made 
from there through a new Export De- 
partment-Latin America. 

The structure also will contain office, 
warehouse and display area for V. 
Mueller & Company, a Chicago-based, 
wholly owned subsidiary of American. 
Managing the Hospital Supply services 
in Miami will be Edwin M. Robin- 
son, formerly office manager in Amer- 
ica’s New York region. 


Angelica Uniform Co. 


New regional headquarters for An- 
gelica Uniform Company were opened 
in Atlanta, Ga., on August 1, Willard 
L. Levy, Angelica president, an- 
nounced in St. Louis. 

Heading the new office as South- 
eastern Regional Sales Manager will 
be Bernard H. Saunders, who has 
been regional sales manager of the 
company’s Central Region with offices 
in St. Louis. He will be assisted by Lee 
D. Stabenow, named regional sales 
service manager for the new area. The 
new headquarters will make it possible 
for Angelica to increase customer serv- 
ice and meet the expanding needs of 
the employe uniform market. 

Other changes in personnel include 
the promotions of Fred Hanneman, 
from district sales manager to regional 
sales manager of the Central Region 
out of St. Louis and Ted Roupas to 
the post of regional sales manager of 
the North Central Region out of Chi- 
cago. 


Bard-Parker Co., Inc. 


Charles B. Moore of Bard-Parker 
Company, Inc., died suddenly on May 
31. Mr. Moore, who was 61 years old, 
had been with Bard-Parker since 1936 
and was widely known throughout the 
industry. He was a member of the 
Medical Exhibitors’ Association and 
for the past two years served on the 
(Continued on page 137) 
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“7 Cook HOSPITALS — NURSING HOMES ty 


OPEN END WASHER 


37 x 30 DRYER 





INSTITUTIONS 


Give your linens longer life, reduce wear and tear, 
stop cartage losses with your own on-the-premise 
laundry. Put linens back into service in hours, reduce 
linen inventories. With world famous Laundry Equip- 
ment by Cook you are assured of the finest laundry 
service, years of trouble-free operation. No special 
training required for operators. Investigate today. 


For illustrated brochure and name 
of nearest distributor, write — 
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SPUN-GEL | 
The Sterile Absorbable | 
Gelatin Sponge U.S.P. | 


IT IS 
NO LONGER 























SPUN-GEL has a hemostatic 
action which is dependent upon 
its protein and physical prop- 
erties. In cases where the 
amount of _prothrombinoid 
platelets are insufficient the 
absorbable gelatin sponge should 
be moistened with sterile 
thrombin solution. 


SPUN-GEL may be applied to 
bleeding surfaces in amounts 
sufficient to cover the area. 
It rapidly controls capillary 
and venous bleeding, forming 
a stable adherent coagulum. 


used in surgery by leading hospitals 


NON-ANTIGENIC 
NON-PYROGENIC 


Available in 9 sizes, 
Plain and Tri-Sulfa, 
containing 5% of 
mixed sulfas as sul- 
fadiazine 2.5%, sul- 
famethazine 1.25% 
and sulfamerazine 
1.25% 


td 


SPUN-GEL when left in situ 
controls recurrent hemorrhages 
without causing foreign body 
reactions. 


SPUN-GEL favors the processes 
of tissue repair and when im- 
planted in tissue it is com- 
pletely absorbed in three to 
six weeks depending upon the 
quantity used and the type of 
tissue in which it is placed. 
It leaves only a slight amount 
of scar tissue. 


Write for attractive hospital prices and complete literature. 


DELMOND PHARMACEUTICAL CORP. 
225 Lafayette St.—New York 12, N. Y. 


d Pharmaceutical 


k of the Del 





SPUN-GEL is a registered trad 


countries. 








Corp. for its brand of Absorbable Hemostatic Gelatin which is pro- 
tected by U.S. Patent No. 2,712,672 and by similar patents in foreign 
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NECESSARY 
TO RUIN YOUR 
BLANKETS BY 
WASHING THEM 
IN HIGH 
TEMPERATURE 
WATER 
IN ORDER 
TO KILL 
GERMS! 


CHATHAM ¢ NORTH STAR 
KENWOOD BLANKETS 


Contract Division 


CHATHAM MANUFACTURING 
COMPANY 
111 WEST 40th STREET 
NEW YORK 18, N. Y. 
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FRANK C. MASSEY, Administrator 
Community Hospital 
Philadelphia, Pa. 


“Paper Food Service 
Ended A Kitchentul 
Of Problems For Us” 


Back in 1953, Mr. Massey learned that 
his dishwashing facilities in Commu- 
nity Hospital were wearing out. Even 
worse, so was the spirit of service in 
the hard-working kitchen personnel. 

Paper food service was adopted only 
after careful ‘‘acceptance”’ tests on pa- 
tients and staff. It eliminated the need 
for new dishwashing equipment. Sani- 
tation was improved. Space was freed 
for a walk-in cooler and deep freeze 
which permits advance portioning of 
many foods in paper cups and con- 
tainers. 

Paper food service cuts 14% hours 
from the workday for kitchen per- 
sonnel at luncheon—and the kitchen 
closes Yj hour earlier in the evening. 
Mr. Massey is certain that even when 
the number of beds is doubled, paper 
food service will still enable the present 
team of workers to handle the extra 
load on the kitchen. 


SEND 25¢ FOR FACTFUL BOOK 
Sixty pages of helpful information on 
all phases of food 
service. Complete 
with cost studies and 
case histories of 
money-saving ideas 
from hundreds of 
restaurants and 
institutions. Send 
25¢ in coin to: 








1H 


PAPER 


| MANUAL 
of 


FOOD SERVICE 


Paper Cup and Container Institute, Inc. 
250 Park Avenue, New York 17,N. Y. 












THE IMPORTANCE OF DENTAL CARE 





(Begins on page 78) 


by private car and 10 per cent by am- 
| bulance to the special clinic in the den- 
_ tal school. Fifteen per cent were 
treated in the nursing home. Trans- 
portation involves a cost, but can be 
furnished with volunteer assistance. 
Frequently patients need to be accom- 
panied, which adds to the problem. 

In summary, factors preventing ade- 
quate dental care of the aged are: 

1. Lack of funds by individuals or 
private and public agencies. 

2. Lack of facilities in some institu- 
tions. 

3. Inability of the individual to go 
out of the institution to the private 
dental office or clinic for care. 

4. Lack of understanding of the 
need for dental care and its impor- 
tance as a health service. 

5. Lack of desire by the patient for 
necessary dental care and also, lack of 
patient codperation. 

6. Lack of facilities or arrangements 
in some institutions for adequate daily 
routine home care. 


Integrating Dental Care 
With Other Services 


With this background of informa- 
tion regarding the importance of and 
need for dental care, its integration 
with other services of the institution 
can be implemented. The daily and 
periodic care must be planned as part 
of the total regimen of the institution. 
This may require considerable read- 
justment. Routines, facilities and per- 
sonnel should be studied and a start 
toward giving care should be made, 
even though complete arrangements 
may not be immediately possible. 
Members of the dental profession can 
advise and assist in the planning. In 
some instances it may be possible to 
employ the services of a retired den- 
tist, on a part time basis, either with 
dental facilities in the institution or 
by use of portable units. Sometimes 
use of private dental offices can be 
extended. 

New buildings for care of the aged 
should include adequate dental facili- 
ties. But they are of no use unless they 
are staffed and operated effectively 
after they are built. 

A review of existing or possible ar- 
rangements for providing dental care, 





and of how dental care is presently 


| Dr. Radusch 


3. American Dental 


being provided within institutions may 
be summarized as follows: 
1. Professional dental care may be 
provided within institutions which 
are equipped with dental facilities 
or by use of portable equipment. 
Service may be given by the pa- 
tient’s personal dentist or by a den- 
tist arranged for by the institution. 

. Patients may be transported for 
care to @ private office, clinic, or 
properly equipped hospital or insti- 
tution. They may be transported by 
car or ambulance, depending on 
physical status. 

3. Dental treatment for institutional- 
bound persons is within the realm 
of the average practicing dentist and 
does not necessarily require special- 
ized training. 

4. Cost of professional dental care is 
often a major block. Some patients 
have personal funds, some are eli- 
gible for care through public wel- 
fare, but a third group of low-in- 
come aged require subsidy of care 
through some other means. This 
can be a serious problem when 
major dental services such as den- 
tures are required. 
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SAFE LUBRICANT 


FOR INSTRUMENTS 


“SIL SPRAY” 
AEROSOL SPRAY 


Sil Spray puts a tough, 
thin, non-gumming 
film on all metals. 

It remains stable at 
all temperatures. 
Stays on during 
sterilization. 


SIL SPRAY IS SAFE! 


Sil Spray is not oil. 
It is non-toxic and 
will not injure metal, 
rubber, paint or cloth. 
Special silicone 
formula requires no 
other additives. 


ECONOMICAL! 


One can goes a long 
way. Save time by 
spraying instruments 
by the tray full. 


6 oz. $1.98; 12 oz. $3.75 


THERE IS ONLY ONE “SIL SPRAY” 
INSIST ON THE GENUINE PRODUCT 





If your dealer cannot supply, order 
from us, giving his name. 


Write for literature to 


DUXE PRODUCTS 
P.O. Box 1192 CINCINNATI 1, OHIO 
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THE J. B. LIPPINCOTT COMPANY, 
PUBLISHERS SINCE 1792, 
INVITES YOUR INQUIRIES ABOUT 
THEIR FULL LIST OF 
PROFESSIONAL BOOKS AND 
JOURNALS GEARED TO THE 
LATEST AND MOST IMPORTANT 
TRENDS IN ALL BRANCHES 

OF MEDICINE AND ITS 

ALLIED SCIENCES. THESE 
PUBLICATIONS, WRITTEN AND 
EDITED BY MEN AND WOMEN 
ACTIVE IN BOTH CLINICAL 
FIELDS AND TEACHING, ARE A 
CONTINUATION OF MANY 

YEARS OF TRADITIONALLY 
SIGNIFICANT PUBLISHING. 


|B. Lippincott Company 


SERA EN Ea 
Philadelphia 5, Pennsylvania 











AUGUST, 1960 


{Continued from page 134) 


entertainment committee of the Amer- 
ican Association of Operating Room 
Nurses. For many years he worked 
in the southern states; recently his 
activities were concentrated in the 
Pennsylvania area. 


Baxter Laboratories, Inc. 


Dr. Thomas A. Dooley, co-founder 
of MEDICO (Medical International Co- 
operation Organization) has received 
a $45,000 gift of pharmaceutical prod- 
ucts and medical specialty equipment 
from Baxter Laboratories, Inc., Mor- 
ton Grove, Ill., for use in his jungle 
hospital in Indo-China. 

Dr. Thomas A. Garrett, Baxter med- 
ical director, presented Dr. Dooley 
with a group of products that repre- 
sent a shipment to Laos for medical 
centers established by Dr. Dooley. The 
gift includes intravenous solutions, a 
field pioneered by Baxter and sets for 
administering them. The shipment 
will include a large gift of intravenous 
vitamins. 


E. R. Squibb & Sons 


Official dedication of E. R. Squibb 
& Sons new $1,000,000 branch facility 
in Houston, Tex., was held recently. J. 
J. Toohy, general manager of Squibb, 
and T. C. Hornbuckle, Houston 
regional sales manager, participated in 
the ceremonies which included open 
house attended by more than 1,000 
physicians, pharmacists, nurses and 
other members of the medical and 
pharmaceutical professions. Squibb’s 
new branch building covers more than 
40,000 square feet and contains fully 
automated shipping and conveyor 
equipment for large-volume handling 
of the firm’s more than 500 different 
medicinal products. 


Victory Metal Mfg. Co. 


A. Raymond, president Victory 
Metal Manufacturing Corporation, 
Plymouth Meeting, Pa., makers of Sta- 
Kold, Sno-Queen, Vimco and V-line 
refrigerators, has announced that his 
company has added 11,000 square feet 
of storage area in order to handle 
their increased volume. Victory, which 
enjoyed the greatest sales in its history 
in 1959, has added new machinery and 





equipment necessary to take care of | 


the continuous demand created by its 


products in the food service indus- | 


try. * | 











Style No. 
405 


For Uniform Satisfaction 
Standardize on 


SNOWHITE 
TAILORED UNIFORMS 


Beautiful in styling and materials, care- 
fully tailored for comfort, easy to care 
for, Snowhite Tailored Uniforms are 
available in cotton, synthetic and blended 
fabrics that have proven their superior 
suitability for Hospital duty. 


Style #405 pictured above is one of our 
standard styles carried in stock for 
prompt shipment. Materials include Pin- 
feather Cord (65% Dacron, 35% Cotton) 
and all-Cotton fabrics. Popular colors. 


HOSPITAL EXECUTIVES: 


Snowhite can help you select uniforms 
that will give your Practical Nurses, Stu- 
dents, Aides and other uniformed person- 
nel the well-groomed look which creates 
favorable impressions and uniform satis- 
faction. 


Your request for a catalog or a call by a 
Snowhite representative will not obligate you. 





224 W. Washington Street 
Milwaukee 4, Wisconsin 
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Adams 
Silicone 
Skin Spray 
(silicone and hexachlorophene) 


for protection against 
skin irritations 
and bedsores 


dina, 
> 





provides bacteriostatic action ina 
soothing, pleasantly scented aerosol 


spray — forms a moisture resistant coat | 


over affected areas. 

helps prevent skin irritations com- 
mon to the bedfast patient — only two 
applications daily for ample aeten. 
protects areas subject = 

to irritation during biliary 

drainage and following 

ileostomies, colostomies, 

and other surgical proce- 

dures— without interfering 

with dressings. 

available in Aerosol 

cans — 12 oz., $4.50; 414 

oz. (patient size), $2.00. 





George P. Oberst, Vice-President 
Director, Educational Services 
SOMEONE TO TALK WITH .. 
SOMEONE TO WRITE TO... 


Our experienced consultation is 
available to you in evaluating 
your Educational and Library 
needs. 
Regular discount. 
Transportation paid by us. 
Write for 1960-61 catalogue. 





Since 1897 





Books of all publishers 


3140 Park Avenue Saint Louis 





| viewpoint of x-ray supervisors, 
clared that it is the radiologist who | 


| cided. At 








DEPARTMENTAL MEETINGS 
X-ray 
(Continued from page 119) 


ready are being prepared by the | 


committee. 


The “modesty and comfort” of pa- | 
respected, Miss | 
Peirick suggested. Patients are often | 
tense, she observed, because they fear | 


tients should be 


the thought of being exposed or em- 
barrassed. In this instance, simple in- 


| structions should be given and _ per- 
sonnel should see that the patients are | 
kept covered for modesty as well as | 


for comfort, she said. 
Sister Leonette, representing 


de- 


should set the methods and practices 
of the department and that the tech- 


nician should coéperate with him in | 
| all essential matters. 
| the supervisor, she continued, to see 
| that these procedures are carried out. 


Dr. Brodeur moderated the open 
general discussion which followed. 


| Minor infractions on the part of a | 
radiologist should be brought to his 


attention by the supervisor, it was de- 
the same time, it was 
pointed out that supervisors should 


The results of the national balloting 
for committee membership also were 


| announced, and Sister Emanuel Marie, 
| S27, ST. 
| partment of radiology and educational 
| director of the school of x-ray tech- 
nology at St. Francis Hospital, Bronx, | 
N.Y., was elected to succeed Sister | 
| Thomas Aquinas as committee chair- 
| man. 


administrator of the de- 


professional 
best... 

and 

save money, 
too! 
Standard-ized full 
sweep Capes are 
custom tailored of long 
wearing woolens, yet priced 
amazingly low! 

Write for free folder. 


~The Standard Apparel Co. 
3925 Kelley Ave., Cleveland 14, Ohio 


Capes are all we make! 
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For Quality 
DRAPERY FABRICS 


and 


Hospital Linens 


write 


LEO’S FABRICS 
1960 W. Norwood St. 
Chicago 26, Ill. 











FOR SALE: X-RAY EQUIPMENT 
. Picker 200 m.a. “Minograph” 4 x 10 inch 
stereo- photoroentgen, phototimed. 
. Standard ‘‘Flexray’ 220 KV therapy, super- 
ficial and deep. 
. Standard 400 KV constant potential therapy. 
St. Joseph Hospital 
Jefferson Street 
Elgin, Ilinois 


Zinser Personnel Service is dedicated to 


| the service of trained hospital personnel. If 
| you are a nurse Superintendent, 


Instructor, 
Dietitian, Medical technician or General Duty 


| Staff Nurse looking for a position, please 


write us. Many splended openings in all parts 


| of the United States. Zinser Personnel Serv- 
be careful in what they communicate ie 


| and to whom. 


ice, 79 W. Monroe St., ape 12, Illinois. 





BIG D DEODORANT 


Powerful—Economical— 
Harmless For Hospitals, 
Schools, Institutions 


For Hospital Rooms 
— one bottle de- 
odorizes a room of 
cancer, gangrene, 
burn odors for 
from 4 to 10 weeks. 


For Hospital Kitch- 
ens — one botttle 
keeps food odor 
from permeating 
throughout the 
building. 


Urology—one drop 
will hold bed pan 
odorless for 4-5 
hours after use. 


INSTITUTIONAL 


SUPPLY COMPANY 
71-73 Murray St. New York, N.Y. 
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